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M Children before entering school, in the majority of States 
must be vaccinated against small pox 


Use National Vaccine Virus Because 


Every possible care is exercised in: 

The selection of healthy animals; calves secured from the mountain farms 
around Swiftwater are used exclusively; animals are never purchased from stock- 
yards! Careful vaccination of animals. Calves are kept under sanitary conditions. 
The vaccine is collected with aseptic care. 

Autopsies are made on all vaccinated calves and no virus is used until necropsy 
reports show animals were in perfect health. 

Every lot of vaccine is subjected to rigid bacteriologic tests to insure a virus 
free from pathogenic organisms. Potency tests, in dilutions of 1 to 30,000, are 
made on rabbits followed with clinical tests in order to prove the virus will give a 
successful take in primary vaccinations. 














List Price Net Price Code Word 
V 100 Single Capillary Tube (with sterile needle 
and bulb to expel the virus) $0.25 $0.20 SAV 
V 101 Five Capillary Tubes (with five sterile 
needles and bulbs) 1.00 0.75 SIV 
V102 Ten Capillary Tubes (with ten 
I CON I a ace lara al aida eo 2.00 1.50 SO 


Heat Kills Seiden Keep Virus Cold! 
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The Acute Abdomen: The Internist’s 
Viewpoint 





® Carl Boettiger, M.D., F.A.C.P., Flushing, New York 


gency the function of the internist is most fre- 

quently that of diagnosis and surgical disposi- 
tion of the cases, although an appreciable number 
of such patients belong entirely within his field. The 
urgency of the situation, the pitfalls in diagnosis 
and the great frequency with which surgical meas- 
ures are required provide a tempting rationalization 
for the exploratory laparotomy, yet we all feel 
that no effort should be spared to arrive at a sat- 
isfactory diagnosis before remedial measures are 
attempted. 


[: THE presence of an acute abdominal emer- 


When we consider the mechanism producing the 
symptoms the reasons for the diagnostic difficulties 
become apparent. The condition which we call the 
Acute Abdomen, regardless of its immediate cause, 
may be described as a sudden trauma at some point 
in the abdominal cavity or in the thorax, resulting 
in pain, or pain and hemorrhage. In addition to 
this, absorption of toxic products formed from the 
damaged or destroyed tissue, acting principally upon 
the autonomic nervous system, produces the symp- 
toms which we recognize as shock. Shock may 
be an early or late symptom, depending probably 
upon the degree of the initial trauma. In the mean- 
time the sign of a localized or spreading inflamma- 
tory reaction may be added. 

These symptoms are common to all lesions which 
cause the Acute Abdomen, and differential diagnosis 
rests upon our ability to localize the pain, tender- 
ness, and protective muscle spasm, to find abnormal 
masses, and on such additional data as jaundice, 
pyuria, or hematuria, blood findings, x-ray dis- 
closures, etc. There are many cases, however, in 
which we are left in doubt even after we have ex- 
hausted all of these diagnostic aids. 


Read at the Twenty-seventh Annual Meeting of the Second District 
Branch of the Medical Society of the State of New York, Garden 
City, New York, November 16, 1933. 


Fortunately in all cases except injuries the trauma 
while sudden in onset has been reiatively siow in 
evolution, and there have always been symptoms 
which have antedated the acute ones, and it is 
upon this fact that we must frequently rely, 

No matter how urgent the case seems to be, the 
time devoted to obtaining a thorough history is 
always spent to the advantage of the patient. Here 
the internist is likely to render his best service 
since his broader approach may introduce signifi- 
cant details which have escaped the historian whose 
interests are primarily surgical. Many errors in 
diagnosis would be avoided by careful history tak- 
ing. A disregard of the patient’s viewpoint is per- 
haps the most serious tendency. The more bizarre 
and unusual his statements seem to be the more 
they are entitled to serious analysis. 

Rarely do we get the leading events of an illness 
in. chronological sequence; but when the patient’s 
statements are carefully analyzed and when every 
effort is made to describe the events of the illness 
in an orderly manner, and when this is done with- 
out the use of leading questions, we can expect 
fundamental aid from the history, and will more 
often succeed in diagnosis of the more unusual 
lesions which cause the acute abdomen. 


That most dramatic event in medicine, a subparie- 
tal injury of the abdomen, most frequently proves 
the exception to the statement previously made re- 
garding exploratory laparotomy. The difficulties 
in the way of a satisfactory diagnosis may be 
insurmountable in the time at our disposal. Here 
the exploratory operation should be resorted to 
whenever the least doubt exists as to the possi- 
bility of injury, for postmortem experience has 
definitely established the fact that injury of an 
abdominal viscus, without significant hemorrhage, 
may occur and produce practically no symptoms 
until active peritoneal inflammation has begun. 
When the injury is evident and operation is known 
to be imperative, we are confronted with another 
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difficulty, that of distinguishing between the shock 
of the trauma alone, and that of hemorrhage. This 
differentiation may be extremely difficult, even im- 
possible. It is felt by some surgeons that this 
differentiation is important, because if hemorrhage 
can be ruled out, operation may better be delayed 
until the patient has been given an opportunity to 
recover from his shock. The blood findings cannot 
be depended upon for an early differential diagnosis, 
for even with severe hemorrhage we will get a 
normal count until there has been time for absorp- 
tion of sufficient fluid to make up the lost blood 
volume and thereby produce the dilution effect 
which we are looking for. 


There are a few conditions which the internist 
must meet without the aid of the surgeon that can 
produce all of the symptoms of the acute abdomen. 
Foremost among these is the Acute Abdomen of 
diabetic acidosis. How closely this may simulate a 
surgical condition is best illustrated by a typical 
case: 

A college student of twenty-five years of age 
was admitted to the emergency ward late one night, 
the ambulance having brought him from an arena 
where he had been a spectator at a prize fight. 
While enjoying this sport he was suddenly seized 
with severe abdominal pain and vomiting. The 
history taken by the ambulance surgeon showed a 
previous history simulating the hunger pain of pep- 
tic ulcer. The physical examination showed a young 


man with symptoms of shock, rapid, thready pulse, 
subnormal temperature, blood pressure of eighty- 
four systolic, with agonizing pain in his upper abdo- 


men. There was board-like rigidity of the abdomi- 
nal muscles, with distinctly localized tenderness 
just below the ensiform process. A blood count 
showed 30,000 white blood cells, with 85% poly- 
morphonuclear neutrophiles. The urine showed 
four plus sugar with strong reactions for acetone 
and diacetic acid. The attending surgeon felt cer- 
tain that there had been a perforation of an old 
peptic ulcer, and advised immediate laparotomy 
in spite of the urinary findings. When the opera- 
tion was refused, medical consultation was asked. 
Further questioning brought out a perfect history 
of diabetes, and active treatment of the acidosis 
resulted in complete amelioration of abdominal 
signs in twenty-four hours. 

There is no need to multiply such histories. These 
cases have simulated all of the common intra-ab- 
dominal lesions. The lesson, of course, is that 
no patient with a ketonuria and glycosuria should 
be subjected to a surgical procedure, no matter 
how urgent this appears to be until the acidosis 
has yielded to proper treatment. When this has 
been accomplished we have eliminated the possi- 
bility of a grave diagnostic error, and in addition 
have made the operation, if still indicated, a safer 
procedure. 


When purpuric lesions occur within the abdomen 
the symptoms presented may again resemble the 


more common forms of acute abdomen and the 
diagnosis is obscure because the onset may be with 
abdominal symptoms alone. Here nothing but a 
good history can help us. 


The pain produced by cardiac lesions may be 
referred to the abdomen and at least for a time 
cause many of the classical signs of the acute abdo- 
men. This is particularly true of coronary throm- 
bosis, with its sudden onset, and the associated 
fever and leucocytosis. Other cardiac lesions can 
cause similar symptoms. I have seen an acute 
ulcerative valvulitis of pneumococcus etiology, oc- 
curring after lobar pneumonia, so closely resemble 
cholecystitis, with all its classical symptoms, includ- 
ing jaundice, that several anxious conferences were 
held between the medical and surgical staffs before 
a positive blood culture decided the issue. 


To detail all of the unusual conditions which 
can produce a picture resembling that of the acute 
abdomen would require more time than I have 
been allowed. To sum up: 

The acute abdomen is a condition caused by a 
trauma and the latter’s effects upon the autonomic 


nervous system. 

The symptoms produced are similar no matter 
where the lesion occurs. 

The history is the most important element in 
the diagnosis of the more unusual lesions found. 

In the differentiation of shock due to trauma 
from that due to hemorrhage the blood examina- 
tion cannot be relied on for an early diagnosis. 

When symptoms of the acute abdomen do exist 
with those of diabetic acidosis, the acidosis must 
be treated first no matter how urgent the surgical 
indication appears to be. 

36-40 Bowne Street. 


Effects of Intravenous Administration of Hypertonic 
Solutions of Dextrose, with Especial Reference 
to Cerebrospinal Fluid Pressure 


Jules H. Masserman, Baltimore (Journal A. M. A, 
June 23, 1934), studied the effects of the intravenous in- 
jection of solutions of dextrose in various amounts and 
concentrations in eighty-five normal patients. The ad- 
ministration of 50 Gm. or less in 20 per cent solution 
produced no untoward clinical sequelae other than 
diuresis; however, the intravenous injection of 100 Gm. 
or more in 35 to 50 per cent solution caused headaches 
and other adverse symptoms in 72 per cent of cases, 
whereas 58 per cent of the patients receiving 185 Gm. 
or more suffered transient pyrexia. The intravenous ad- 
ministration of isotonic solutions caused a transient in- 
crease in cerebrospinal fluid pressure; with hypertonic 
solutions in effective concentration (100 to 200 Gm. in 
20 to 35 per cent solution) this initial rise was followed 
by a secondary fall in cerebrospinal fluid pressure, which 
in turn was spperseded within an average of three hours by 
a tertiary increase to levels from 8 to 148 mm. of water 
above normal. The latter phenomenon is of clinical 
significance in relation to the late adverse effects some- 
times observed in cases of intracranial hypertension 
treated Ly the intravenous injection of strongly hyper- 
tonic solutions. 
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Medical Conditions Simulating 
The Acute Surgical Abdomen 





importance to the physician than the patient 
who suddenly becomes ill with acute ab- 
dominal symptoms. The ability to determine quickly 
and correctly whether surgical intervention is indi- 
cated frequently decides the fate of the patient. 

Usually an underlying chronic pathological con- 
dition is responsible for the onset of acute abdom- 
inal symptoms. It is therefore most important that 
a careful, thorough and painstaking history be ob- 
tained. Too much stress cannot be laid upon a 
proper and complete history. The patient should be 
permitted to tell his history in full without in- 
terruption and only after the story has been told 
should the physician interrogate the patient with a 
view toward establishing a diagnosis. As a rule a 
clinical study plus the ordinary laboratory data is 
sufficient to make an accurate diagnosis. 

It is my purpose to discuss non-surgical lesions 
which produce symptoms simulating the acute ab- 
domen. In order to do this, I have drawn upon per- 
sonal experience and will report instances of those 
medical conditions which one is likely to encounter 
in the daily practice of medicine. 


TL inzer is no subject of greater interest and 


I—Coronary Artery Thrombosis Simulating 
Peptic Ulcer 


Case report: 


H. R., a male adult of 52 years, had always been 
in good health except for epigastric discomfort 
after meals for approximately one year and slight 
shortness of breath on walking stairs and after 
exertion. His gastric symptoms were relieved by 
belching and he frequently took bicarbonate of 
soda for this purpose. The past history was es- 
sentially negative. 

On Jan. 27, 1933, at 4 p. m., he was suddenly 
taken ill with severe epigastric pain, nausea and 
marked prostration. A physician was summoned 
and after a tentative diagnosis of ruptured gas- 
tric ulcer was made and a hypodermic injection of 
morphine sulphate (%4 gr.) was administered, 
the patient was taken home by automobile. I saw 
him about two hours after the onset of his attack. 
He was lying quietly in bed, there was pallor of 
the face, temperature was normal, pulse rate 92 
and the heart sounds were distant and of poor 
muscular quality. Although the feet were not 
drawn up there was marked rigidity of the upper 
recti and tenderness in the upper epigastrium. 
His chief complaints were pain in the epigastrium 





Read at the Twenty-seventh Annual Meeting of the Second District 
Branch of the Medical Society of the State of New York, Garden 
City, New York, November 16, 1933. 


® Irving Gray, M.D., F.A.C.P., Brooklyn, New York 
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and a feeling of marked weakness. His blood 
pressure was 104/80 and the white blood count 
showed no leucocytosis or polynucleosis. On in- 
quiry the family physician stated that the patient’s 
systolic pressure ranged, during the last two 
years, between 150 and 165. The pallor, the drop 
in blood pressure, the poor heart sounds and the 
fact that the patient was not restless despite his 
severe pain, in association with his past history of 
distress after meals and after exertion, raised the 
suspicion of a probable thrombosis of the coron- 
ary artery. An_ electrocardiographic study 
showed a marked flattening of the T wave in lead 
1, with widening of the O R S complex and inver- 
sion of the T wave in Leads 2 and 3. The P R 
interval was 0.20 seconds and the Q R S com- 
plexes were all widened and of low voltage. In 
view of the clinical history and the abnormal 
findings on electrocardiographic studies the pic- 
ture was suggestive of coronary thrombosis. 
Within twelve hours rigidity of the recti had 
practically subsided, the temperature was ele- 
vated, 100.2 degrees, the liver edge was felt about 
two fingers’ breadth below the costal border and 
the systolic blood pressure was maintained at 100 
mm. Hg. The total leucocyte count had risen 
from 7,000 to 12,000 and the P. M. N. had risen 
from 68 to 81. Within twenty-four hours all of 
the abdominal symptoms had subsided and the 
diagnosis of a coronary thrombosis became more 
clearly defined, in view of the findings as just 
noted and the persistent changes in the electro- 
cardiographic study indicative of severe myocar- 
dial damage. 


The sudden onset of severe pain in the epigas- 
trium associated with rigidity of the recti and ten- 
derness occurs in both thrombosis of the coronary 
artery and in ruptured peptic ulcer. A marked drop 
in blood pressure and electrocardiographic signs of 
thrombosis associated with a clinical picture of 
pallor, feeble and rapid pulse in an individual in the 
fifth decade or upwards is sufficient evidence to 
warn the physician of the true underlying patho- 
logical state. Since the necessity of making an early 
diagnosis is most important an electrocardiographic 
study should be done promptly. Of course the en- 
largement of the liver, fever, leucocytosis, etc., are 
important as aids in the diagnosis of coronary ar- 
tery thrombosis. These findings, however, may not 
appear for twelve or twenty-four hours. Since sur- 
gery in ruptured ulcer is usually followed by re- 
covery if an early operation is performed, the mor- 
tality increasing in ratio to the delay, it becomes 








apparent that every possible means should be sought 
to make an early and correct diagnosis. While the 
history is of great help it is not uncommon to see 
ruptured ulcer as the first sign of ulcer disease and 
thrombosis is the first sign of a long standing cor- 
onary sclerosis. 

If the condition of the patient permits, x-ray of 
the diaphragmatic regions with the patient upright 
or sitting erect should be done. An accumulation of 
gas beneath the diaphragm may be noted when an 
ulcer has ruptured in the free peritoneal cavity. 

The increasing incidence of coronary artery dis- 
ease and the fact that such disease frequently mas- 
querades in the guise of a gastric disorder demands 
the most thorough investigation before surgery is 
undertaken. 


II—Renal Calculus with Sigmoid Spasm 
Simulating Intestinal Obstruction 


Case report I: 

R. B. A., a male adult, aged 59, was suddenly 
taken ill with pain in the left lower abdomen. 
There was no associated nausea or vomiting. The 
pain was persistent and at times severe. The past 
history was essentially negative. A thorough 


physical examination showed no abnormal find- 
ings, other than persistent tenderness with a 
slight degree of rigidity in the left lower quad- 
rant. Temperature, pulse and respiration were 
normal, a blood study showed normal findings, 
and after twenty-four hours the condition re- 
mained unchanged except for slight distention 


of the abdomen. Rectal examination was nega- 
tive; temperature was normal. At the end of 
seventy-two hours the distention increased and 
since the patient had not had a bowel move- 
ment and had not even expelled gas a barium 
enema study was done. At the junction of the 
upper sigmoid and descending colon the barium 
meal stopped and a diagnosis of annular carci- 
noma was made. Because of the patient’s age and 
the distention of the colon with obstipation, and 
in view of the roentgenographic findings, the diag- 
nosis of a neoplasm was made. The patient was 
operated upon and no evidence of organic disease 
(malignancy, diverticulitis, etc.) was found. 
Twenty-four hours after the operation, dysuria 
with frequency and the presence of a few red 
blood cells in the urine made the diagnosis simple 
A roentgen film showed a calculus at the junc- 
ture of the pelvis and ureter (left kidney). 


Case report II: 


H. K., aged 48, had always been in good health 
until the onset of severe pain in the left 
abdomen. The pain was persistent but unasso- 
ciated with any spasm, fever or increase in pulse 
rate. There was some distention in the left upper 
abdomen and a tentative diagnosis of carcinoma 
of the splenic flexure was made. A blood study 
showed normal findings. Percussion over the left 
lumbar region aggravated the pain and within 
twelve hours the frequent desire to urinate asso- 
ciated with difficulty in voiding called attention 
to the probabiliy of a urinary calculus. Roent- 


gen-ray study of the genito-urinary tract showed 
a stone in the upper end of the ureter. 

Reflex gastro-intestinal manifestations with 
stone in the genito-urinary apparatus are rather 
common occurrences. Neither of these patients 
had any symptoms to indicate renal calculus, The 
abdominal symptoms predominated to such an 
extent that an acute intra-abdominal condition 
seemed evident. These manifestations may be 
interpreted as a viscero-visceral reflex according 
to the theory of pain radiation as interpreted by 
MacKenzie (1). 


Experience has taught us to take roentgenographs 
of the urinary tract when acute abdominal symp- 
toms arise, if the temperature, respiration and pulse 
are normal and especially when there is involvement 
of the structures in the left abdomen. Early and re- 
peated examination of the urine, for red blood cells, 
is advisable and at times a catheterized specimen is 
essential. The absence of fever, a normal pulse rate 
and the absence of leucocytosis and polynucleosis, 
when acute abdominal symptoms arise, are impor- 
tant differential aids in excluding an acute inflamma- 
tory abdominal catastrophe that requires surgical 
iniervention 


III.—Acute Ileitis Simulating Acute 
Appendicitis 


Case report: 

Male adult, age 54, with history of vomiting 
and lower right abdominal pain for twelve hours. 
Temperature 99.8 degrees, pulse 100, respiration 
20. Past history essentially negative except for 
measles and scarlet fever during childhood and 
diabetes mellitus of three years standing. The 
abdominal examination was essentially negative 
except for tenderness in the right lower quadrant 
with a slight degree of spasticity of the right 
rectus muscle and definite rebound tenderness. 
A study of the white blood cells every four hours 
over a period of sixteen hours, according to the 
method described by Schilling (2), showed a 
definite increase in the immature neutrophiles 
and a persistent leucocytosis. The patient was 
operated on. The ileum was found to be intensely 
congested but the appendix was not acutely in- 
flamed. The appendix was removed and on his- 
tological study showed a chronic fibrotic process. 


Although acute ileitis is uncommon, a differential 
diagnosis between this condition and acute appen- 
dicitis is extremely difficult. The terminal ileum 
passes from below upward and from left to right 
and an acute inflammation in this region presents 
great difficulties in arriving at a correct diagnosis. 
As a rule acute inflammation of the appendix is 
associated with a higher degree of fever than is seen 
in acute inflammation of the ileum, but we have 
learned that the elevation of temperature is not 
proportionate to inflammatory conditions in the 
appendix. We can recall individuals with acute 
gangrenous appendicitis who have had little or no 
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fever. This is particularly true of older persons. 
The degree of tenderness and the -inflammatory 
condition are also not parallel. Not infrequently one 
sees patients with serious inflammation of the ap- 
pendix who have little or no tenderness. In exam- 


This patient did not have any of the stigmata 
of lues, there was no Argyll Robertson ~pnupil 
present, and the knee jerks were present but 
diminished. 


The record of this case is an exquisite example of 


ining patients who present acute abdominal symp- the failure to correctly interpret acute abdominal 
toms the writer has employed the test for sensitivity manifestations associated with tabes. The writer 
as outlined by Libman (3). This author advises has seen two patients with known tabes, who had 
pressure on the styloid process of the petrous por- ulcer of the stomach, whose attacks of crisis have 


tion of the temporal bone in order to establish if 
an individual is hypersensitive, hyposensitive or 


simulated ruptured ulcer. 


In acute abdominal conditions where the tempera- 


normally sensitive. In the hyposensitive a ture and pulse remain normal and the leucocyte 
it is not uncommon to have acute serious conditions count (Schilling method) shows no deviation from 


such as angina, coronary thrombosis, acute appen- 


the normal it is wise to think of syphilis of the cen- 


dicitis, etc., with little or no pain. The symptoms ra) nervous system, especially where the picture is 
and signs in these patients may be few and different , 
as compared with those one usually expects to find. 


IV.—Tabes Dorsalis Simulating Acute 
Intra-Abdominal Disease 


Case report: 

A female adult, aged 40, first came under my 
observation about four years ago with a history 
of attacks of right upper abdominal pain local- 
ized to the right hypochondrium and epigastric 
areas. These attacks had no relation to meals 
and were associated with nausea but no vomiting. 
The symptoms had started approximately eight 
months before I was consulted and were in- 
creasing in frequency and scverity. The past 
history was negative so far as serious infectious 
diseases were concerned. The patient had been 
married for twenty-one years and had had three 
normal pregnancies. The physical examination 
was entirely negative except for slight tenderness 
in the right upper abdomen. A provisional diag- 
nosis of chronic cholecystitis and cholelithiasis 
was made. Oral cholecystography revealed poor 
filling of the gallbladder with a large persistent 
irregular shadow in the fundus. A diagnosis of 
gallstone and cholecystitis was made on the clini- 
cal history and x-ray findings. Dietetic therapy 
failed to.relieve the symptoms and continued dis- 


bizarre and does not conform to any of the usual 
abdominal episodes. The absence of an Argyll 
Robertson pupil and the presence of a normal knee 
jerk reaction does not always exclude a_tabes 
dorsalis. 


V.—Acute Plumbism (Intestinal manifestations 


simulating acute appendicitis) 


Case report: 


R. M., male adult, aged 43, was in perfect health 
until the sudden onset of severe pain, in the mid- 
lower abdomen, one morning while at work. The 
previous history was essentially negative, except 
for the fact that for the past six years he had 
been employed as a mixer of paints. Rectal tem- 
perature 98.4 degrees, pulse 82. The physical 
examination was negative except for rigidity of 
the recti with a slight degree of tenderness in the 
right lower abdomen. A white and differential 
blood count according to the Schilling method 
showed normal findings. A tentative diagnosis 
of acute lead colic was made in view of the pa- 
tient’s occupation. A study of the red blood cells 
showed no stippling and repeated studies of the 
leucocytes showed no evidence suggesting inflam- 
matory reaction. 


The patient was closely observed for eight hours 


ability brought the patient to the operating table. and there was a gradual subsidence of the pain and, 
A calculous cholecystitis was found and chole- although the slight tenderness persisted, the rigidity 
cystectomy was performed. About one month of the recti muscles diminished. The absence of 


following the operation a similar severe attack of 


fever, the normal pulse rate and the normal blood 


upper abdominal pain occurred. Although the count favored a diagnosis of acute plumbism. After 
surgeon had palpated and probed the common fourteen hours, many of the subjective symptoms 
duct it was thought that a small calculus either abated and a subsequent studv of a twenty-four 
in the common or hepatic ducts was present and hour specimen of stool showed 14 mg. of lead to 
was responsible for the symptoms. Biliary drain- be present and examination of a twenty-four hour 
age failed to relieve the symptoms and the patient specimen of urine showed 5 mg. of lead. In no 
transferred her allegiance to other physicians. other industrial occupation are acute abdominal 


Approximately two years later she reported to my 


symptoms so likely to arise as among lead workers. 


office and stated that because of her continued While acute inflammatory conditions within the ab- 
attacks of severe pain she had been re-operated. domen may arise in individuals working with lead, 
A diagnosis of adhesions was made. Nothing due consideration must always be given to their 
abnormal was found at the second operation and occupation. 


the surgeon removed her appendix. 


Hospitalization was now urged in order to WI.—Ptosis of the Liver (hepato-ptosis) Simu- 


thoroughly study the colon and genito-urinary 
tract. A routine blood Wassermann showed a 


lating Acute Gallstone Colic 


2 plus reaction and a suspicious Kahn reaction. Case report: 


A spinal tap was done and the Wassermann was 
strongly positive (4 plus) and there was a tabetic 
colloidal gold reaction. 


271 


Female adult, aged 47, had been having attacks 
of acute right upper abdominal pain with radia- 
tion of the pain to the right back and right 





shoulder for the duration of a year. The attacks 
were typical of biliary colic, coming on suddenly 
with radiation of the pain as described and oc- 
casionally necessitating a hypodermic injection of 
morphine sulphate. he physical examination was 
essentially negative except for tenderness in the 
right upper quadrant with a liver readily pal- 
pable almost the breadth of three fingers below 
the right costal border. Oral cholecystography 
revealed a gallbladder which filled normally, con- 
tracted and concentrated well after a fat meal, 
and was entirely empty at the end of thirty-six 
hours. Despite the normal function of the gall- 
bladder, repeated and frequent attacks of right 
upper abdominal pain eventually brought the 
patient to the operating table (upon her own 
request ). 

The surgeon found nothing pathological in the 
gallbladder or biliary ducts to account for the 
pain. The gallbladder was easily compressible 
and there were no adhesions, but the liver, while 
normal in appearance, was found to extend down 
four or five inches below the right costal border. 
Examination of the stomach, duodenum, appen- 
dix and pelvic organs showed no pathological 
condition and the abdomen was closed. The pa- 
tient has remained well since under dietetic care, 
sufficient rest in bed (bed elevated in the Tren- 
delenburg position) and abdominal support. 
lf the gallbladder had been removed and the 

pathologist reported evidence of chronic inflam- 
mation, recovery would have been attributed to the 
removal of the diseased gallbladder. McClure (4) 
does not remove the gallbladder unless it shows, on 
direct inspection and palpation, some signs of dis- 
ease, such as adhesions, thickened wall, scarring of 
the liver capsule around it or stones in the gall- 
bladder or ducts. He still is in doubt, however, as 
to whether the gallbladder should be removed where 
there is no shadow of the dye in the gallbladder 
films and yet direct examination shows an appa- 
rently normal structure. He decided against the re- 
moval of such a gallbladder and later thought it 
should have been excited. On the other hand, the 
gallbladder was removed in 19 cases where there 
were normal cholecystograms but some positive find- 
ings of previous disease. As the results have not 
been entirely satisfactory in these cases, the author 
believes that a normal cholecystogram probably 
means normal gallbladder physiology. 

Without entering into the controversial aspects 
of this subject I should like to point out that in this 
patient gallbladder function upon oral cholecystog- 
raphy was perfectly normal and that the patient 
has been clinically well since attention has been di- 
rected toward treating the liver ptosis. 


Other conditions of a medical nature which may 
produce acute abdominal symptoms are angina ab- 
dominalis, pylorospasm (associated with peptic 
ulcer, chronic gallbladder disease, etc.), mesenteric 
thrombosis, herpes, respiratory infections (espe- 
cially when an acute diaphragmatic pleuritis compli- 
cates a pneumonia), and the visceral lesions of the 
mucous membrane in the gastro-intestinal tract asso- 


ciated with purpura, erythema and angioneurotic 
edema. 

Angina abdominalis is characterized by mild or 
moderately severe attacks of abdominal pain unas- 
sociated with fever or leucocytosis. In an individual 
past the fifth decade, when abdominal symptoms 
occur which cannot be diagnosed definitely, it is a 
good practice to routinely examine the peripheral 
blood vessels, particularly those of the feet, in order 
to obtain information regarding the condition of the 
arterial tree. 

Pylorospasm associated with ulcer or chronic gall- 
bladder disease, chronic appendicitis, etc., at times 
occurs intermittently and may be rather severe in 
character. These attacks of spasm, however, are not 
as a rule very acute, are not associated with fever or 
leucocytosis and seldom present the clinical picture 
of acute intra-abdominal disease. 

Thrombosis of the superior mesenteric artery is 
associated with sudden collapse, severe abdominal 
pain and bloody diarrhea. If the bloody diarrhea 
dees not occur the picture may simulate any acute 
intra-abdominal condition, but as a rule is not asso- 
ciated with fever. In an individual known to be 
suffering from heart disease, sclerosis of the aorta 
or ulcerative endocarditis, the sudden onset of acute 
abdominal pain, especially if the patient is past 
middie life, should make one suspicious of occlusion 
of the superior mesenteric artery. 

Herpes zoster or shingles occasionally produces 
severe lancinating abdominal pain but is seldom as- 
sociated with fever, nausea, vomiting or rigidity of 
the recti. In examining the abdomen, light palpation 
is always recommended. Early in this condition 
there is exquisite tenderness when the skin is ele- 
vated or pinched. The diagnosis is relatively simple 
when the unilateral eruption appears. But early in 
the disease the diagnosis may be extremely difficult, 
unless one examines carefully for areas of hyper- 
esthesia (Head’s zones). 

Pleuropneumonia, especially when there is an as- 
sociated diaphragmatic pleuritis, may simulate acute 
appendicitis in all its manifestations. This problem 
confronts the pediatrist more frequently than the 
internist and will be discussed by him. 

Acute abdominal symptoms produced by lesions 
of the mucous membrane of the gastro-intestinal 
tract are not uncommon in individuals who have 
angioneurotic edema and other allegic disorders. 
The diagnosis can be made upon the history and the 
presence of manifestations in the skin. At times the 
gastro-intestinal lesions may be the only manifesta- 
tions of an allergic state and may tax the diagnostic 
skill of the physician. Fever is seldom present, the 
pulse rate is normal and there is no leucocytosis. 
The presense of an eosinophilia may be the only 
diagnostic clue to the exact underlying condition. 


In the differential diagnosis of acute abdominal 
conditions, it is advisable to have repeated white 
blood cell studies, for as Storck (5) points out, re- 
peated studies are of greater value than a single 
blood count. The Schilling method of studying the 
white blood cells, or any modification of it, which 
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times O TWO patients with so-called acute sur- 

re in N gical, or emergency, abdomens present ex- 

e not actly the same set of symptoms. However, 

er Or these pathological abdomens are frequently accom- 

cture panied by characteristic histories and findings that 
are more or less common to all such abdomens. These 

ry is common denominators that aid in the recognition 

ninal of the acute abdomen might be listed as follows: 

rhea A—The History 

cute 1—Abdominal pain 

1sso- 2—Nausea and vomiting 

> be 3—Bowel movements 

orta B—Examination of The Patient—with special 

cute reference to the abdomen 

past 1—Temperature, pulse and respiration 

sion 2—Spasm or rigidity of the abdominal 

muscles 
_— 3—Abdominal tenderness 





4—Abdominal masses 
5—Rectal or (and) vaginal examination 
C—Laboratory Findings 


















os 1—Blood count 

~ 2—Urinalysis 

ple S—Koray Na Ae 
n D—Consideration of Differential Diagnosis 
ilt, as 

er- 

Throughout our examination we must constantly 
= bear in mind the time element. By this I mean that 
wal the further away in point of time from the onset 
ve of the illness that we examine the patient the more 
om the symptoms will have changed. 

The history should include the data of the pa- 
- tient’s sex, age and occupation. Then we ascertain 
al what bothers the patient the most, the chief com- 





plaint, and how long he has had this complaint. 
Next comes ‘the very important history of his 
present illness. And here emphasis should be placed 
on detail. Practically all patients with an emer- 
gency abdomen have to a greater or less degree 
abdominal pain. Where did the pain start? Did 
it start gradually or suddenly? Is it sharp or dull? 
Is it localized? Is it persistent or does it come and 
go? We are all familiar with the gradual onset 
of the pain of acute appendicitis, which pain often 
begins about the umbilicus, and then, after a few 
hours, shifts to the right lower quadrant, where 
it remains as a dull, persistent ache, aggravated by 
motion. By contrast, there is the very abrupt onset 
of the excruciatingly severe, persistent, sharp pain 
in the epigastrium of a perforated peptic ulcer, 
or of acute pancreatitis, which may radiate to the 
left shoulder. A similar pain, located in the lower 

Read at the Twenty-seventh Annual Meeting of the Second District 


Branch of the Medical Society of the State of New York, Garden 
City, New York, November 16, 1933. 





























¢ James Wesley Bulmer, M.D., F.A.C.S., 
Glen Cove, New York 


273 






abdomen, is often caused by a rupture of a tubal 
pregnancy or of a hemorrhagic ovarian cyst, or 
even by a strangulated inguinal hernia. The pain 
may even be so severe as to cause shock. Other 
abdominal conditions, such as acute diverticulitis, 
acute cholecystitis, intestinal obstruction, twisted 
ovarian cyst and acute salpingitis also cause pain, 
but a type of pain not as a rule so severe, and hav- 
ing a more gradual onset. Another cause for severe 
abdominal pain of sudden onset is the so-called 
colics, more especially renal and biliary colic. Here, 
however, the pain is more apt to radiate, toward 
the genitalia in renal colic, and toward the right 
shoulder in biliary colic. Moreover, the patient 
with pain that is due to colic usually writhes all 
over the bed, whereas the patient with pain caused 
by a surgical condition within the abdomen, such 
as a ruptured viscus, lies absolutely motionless, 
because motion makes the pain worse. 


In addition to pain, the patient often gives a 
history of nausea, which may be so severe as to 
result in vomiting. This nausea usually occurs with 
the onset of the pain, and is not always a promi- 
nent symptom. In acute appendicitis pain usually 
precedes the nausea by several hours. Vomiting 
may occur only once or several times and at any 
time. 

As a rule, the patient with an acute surgical 
abdomen also gives a history of constipation, dating 
from the onset of his illness. This may be of all 
degrees of severity, to the extent, as in intestinal 
obstruction, that he does not even pass gas by 
rectum. Nature attempts to help by restricting 
peristalsis to a minimum. This is not always true, 
for occasionally we find diarrhea present. One 
must not forget the very characteristic bowel move- 
ments of acute intussusception — frequent move- 
ments of blood-tinged mucus. It is well to bear 
in mind, when an enema is given to help determine 
the presence of an acute intestinal obstruction, that 
even though the enema be effectual this particular 
lesion may still exist, the fecal return being from 
that portion of the bowel distal to the site of ob- 
struction. Inquiry should be made to learn if the 
patient has taken a cathartic since the onset of his 
illness. Catharsis is likely to increase the pain 
and nausea. 

The past history is also of great importance in 
attempting to recognize this type of abdomen. The 
patient who has had a sudden onset of excruciat- 
ing, upper abdominal pain, and who gives a history 
of pain in relation to taking of food for sometime 
past, leads one to think of a perforated peptic 
ulcer. Or a sudden onset of knife-like, lower ab- 
dominal pain, in a woman of proper age who gives 









a history of a skipped menstrual period, causes 
the physician to think of the possibility of a rup- 
tured tubal pregnancy. Likewise, lower abdominal 
pain in a woman whose past history contains the 
story of burning on urination, frequency and a 
thick vaginal discharge leads one to think of a 
possible salpingitis. 


The patient’s history having focused our atten- 
tion upon the abdomen as the seat of trouble, we 
proceed to the physical examination. Temperature 
is likely to give little information. In the early 
hours of an intra-abdominal lesion the tempera- 
ture is often normal, and sometimes, as in the 
event of a ruptured viscus, it is subnormal. In a 
patient with an acute gangrenous appendicitis a 
temperature in the neighborhood of 101 degrees 
is more common than is a higher temperature. As 
the pathological condition progresses the tempera- 
ture rises until we find a temperature of 103 de- 
grees or more and general peritonitis. Such lesions 
as acute cholecystitis and acute salpingitis, where 
there is more likely to be frank pus present, will 
give higher temperatures sooner than in early 
appendicitis or other surgical abdominal lesions. 
Children, as a rule, will run much higher tem- 
peratures early in the illness than will adults. It 
is well to note that the presence within the abdomen 
of merely uninfected blood will cause little or no 
rise in temperature. 

The pulse, on the other hand, is a somewhat 
more sensitive indicator of the presence of acute 
abdominal pathology. And yet the pulse, in the 
early hours of such pathology, may show little 
change. This is strikingly seen in the patient who 
has within the preceding hour or so suffered a 
perforation of a peptic ulcer. He will be in ex- 
cruciating pain and yet have a normal pulse rate. 
As the insult to the peritoneum progresses the pulse 
rate will increase at a more rapid rate than will 
the temperature. The quality of the pulse, early 
in the disease, may be somewhat increased in vol- 
ume, except, of course, in the presence of shock 
or hemorrhage. 

The respirations show little change, except in pa- 
tients with marked inflammation of the peritoneum. 
Here the rate is increased and the respirations are 
more shallow. As the inflammation within the 
abdomen spreads, the patient uses the chest muscles 
more and more in breathing, and the abdominal 
muscles less. 

The facies of the patient show no marked change 
unless the pathology in the abdomen has been pres- 
ent for some time. The exceptions to be noted, 
however, are the expressions due to pain, the 
cyanotic tinge in acute pancreatitis, and the loss of 
color from shock or hemorrhage. As the disease 
progresses to general peritonitis the patient pre- 
sents the typical Hippocratic facies, the face of a 
person desperately ill. 

The appearance of the tongue is important. A 
dry tongue means dehydration, regardless of how 
much fluid the patient claims to have taken. Such 
a tongue may also be indicative of the duration and 
seriousness of the illness. 


After a careful examination of the chest, the 
abdomen itself holds our attention. Here we resort 
to inspection, palpation, auscultation and percussion. 
On inspection we note the contour of the abdomen. 
Is it rounded and full, as in distention? Or is 
it flat and retracted? Palpation, of utmost impor- 
tance, is done gently by holding almost the entire 
hand flat on the abdomen and gently flexing the 
fingers. In this manner we determine the presence 
of muscular spasm and rigidity, and their location. 
One must remember that in a woman whose ab- 
dominal muscles are flabby, as a result of frequent 
child bearing, there may be serious, acute pathology 
present within the abdomen and yet muscle spasm 
and rigidity be entirely absent. Also, the presence 
in the abdominal wall of much fat may serve to dis- 
guise such spasm or rigidity. By palpation we also 
determine the point of maximum tenderness. Some- 
times we are aided in our search by asking the 
patient to point with one finger to the spot that 
hurts the most. The location of the maximum 
amount of muscle spasm, rigidity and tenderness 
will usually be directly over the site of the lesion. 
By palpation we also attempt to determine the 
presence of a mass. Such a mass, in the acute 
abdomen, may mean an abscess involving one of the 
organs. Finally, by pressing firmly and then sud- 
denly releasing the pressure we ascertain if re- 
bound tenderness is present. When this sudden 
release of the pressure causes as much or more 
pain than the actual pressure we interpret this to 
mean a definite involvement of the peritoneum. It 
is important to palpate the inguinal canals to detect 
the presence of a possible strangulated hernia. Such 
a condition may give signs entirel yreferable to the 
abdomen itself. Percussion will detect the pres- 
ence of distention, which wil lgive a tympanitic note, 
and which indicates a paralysis, to some extent, of 
the intestinal musculature. By percussion we also 
attempt to define the area of liver dullness. Very 
often, a ruptured viscus, by allowing air to enter 
the abdominal cavity, will result in the obliteration 
of this area of dullness. Thus, a perforated gastric 
or duodenal ulcer, in the vast majority of cases, 
shows a diminution or absence of liver dullness. 
Auscultation reveals the amount of peristalsis 
present. In the earlier hours of intestinal obstruc- 
tion peristalsis is markedly increased, whereas with 
other acute abdominal lesions peristalsis is more 
likely to be sluggish. 


No examination of the patient is complete with- 
out at least a rectal examination and, if feasible, 
a vaginal examination. A rectal examination may 
reveal a tender, soft mass which may be an acutely 
inflamed appendix well down over the brim of the 
pelvis. Or it may reveal an empyema of a fallopian 
tube. A vagina! examination may reveal the patu- 
lous, dilated, extremely tender cervix invariably 
found with a rupture of a tubal pregnancy. 


After having completed this much of the exami- 
nation of the patient we will have decided, in most 
instances, the presence or absence of an acute sur- 
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gical abdomen. We then look to the laboratory for 
help, largely as confirmation of what we have de- 
cided. Our first thought is a blood count, espe- 
cially a count of the white blood cells and the 
differential count. In the presence of inflamma- 
tion we usually find the number of white blood cells 
increased from normal to as high as the neighbor- 
hood of 20,000. Here again, in the early hours of 
the pathology, the white count is very often normal, 
or else very slightly increased. And it is not rarely 
that we find a normal white count in the presence 
of an acutely inflamed appendix. It is also well to 
remember that menstruation, or blood in the per- 
itoneal cavity, or a hearty meal, can cause a moder- 
ate rise in the white blood cell count. An increase 
in the number of the polymorphonuclear cells usu- 
ally accompanies the increase in the total number of 
the white blood cells, though not always in the same 
ratio. A polymorphonuclear cell count of 90 or 
more frequently means the presence of pus. Thus, 
while the presence of a leucocytosis may confirm 
our diagnosis of an acute surgical abdomen, a nor- 
mal white cell count does not necessarily mean the 
absence of an acute abdominal lesion. It is well to 
note that in pneumonia the white cell count is much 
higher, as a rule, than that found with the emer- 
gency abdomen. Where hemorrhage within the ab- 
domen is suspected a determination of the hemo- 
globin and the number of red blood cells is impor- 
tant. If the patient’s condition permits of the delay 
such determinations may be made at hourly inter- 
vals. 

The next laboratory test of interest is the urin- 
alysis. Here we are primarily interested in the 
presence of pus cells and red blood cells. Pus cells 
may mean a pyelitis. Yet, of course, it is not rare 
to have an acute surgical condition within the abdo- 
men and at the same time have an infection in the 
genito-urinary tract. Occasionally, we may find 
some red blood cells in the urine in the presence of 
an acutely inflamed appendix lying directly over the 
ureter. 

In some instances, when the facilities are readily 
available, a so called flat x-ray plate of the abdomen 
may be of some value to show the presence of air 
under the diaphragm following the rupture of a 
viscus. 

Thus, while the laboratory findings are helpful, 
the careful clinical examination is usually of greater 
importance. 


Having gleaned as much information as possible 
from these various forms of examination we may 
still be in some doubt as to whether or not the par- 
ticular abdomen which we are considering démands 
the prompt attention of the surgeon. Frequently, 
before we can definitely decide that we are dealing 
with an acute surgical abdomen, we must rule out 
other possible lesions which are not the immediate 
concern of the surgeon, yet which may cause signs 
and symptoms markedly referable to the abdomen. 
l'ime is too short to permit a detailed differentiation 
between the signs and symptoms such lesions pre- 
sent and the signs and symptoms the surgical lesions 
within the abdomen present. The more common 
non-surgical lesions which may simulate the acute 


surgical abdomen are: coronary occlusion, pneu- 
moma, diaphragmatic pleurisy, herpes zoster, gastric 
crisis of cerebrospinal lues, influenza or so-called in- 
testinal grippe, mucous colitis, pyelitis, mesenteric 
adenitis, ureteral colic, gastro-enteritis and, more 
rarely, urticaria. 


I have not included in this discussion the subject 
of the traumatic abdomen. In such an abdomen 
there has usually been caused extensive damage, 
often resulting in a truly acute surgical abdomen. 
The shortness of time will permit of only a passing 
reference to this condition. Such an abdomen will 
present almost within the space of minutes signs 
and symptoms found in the non-traumatic emer- 
gency abdomen hours after the acute pathology in 
the latter has begun. 


Finally, if it were possible to take a cross section 
view of the average signs and symptoms of an acute 
surgical abdomen some twelve hours or so after the 
onset of the illness what would we find? We would 
find a patient who would tell a story of an onset of 
pain in the abdomen, the pain localized and gradu- 
ally getting worse ; a story of some nausea and vom- 
iting, and of constipation. We would find a patient 
with a temperature around 100 degrees by mouth, a 
pulse rate of 90 to 100, and with normal respira- 
tions. His face would be slightly flushed. His 
abdomen would show a localized area of tender- 
ness over which the abdominal muscles would be 
spastic and perhaps somewhat rigid; there might 


be present a moderate amount of rebound tender- 


ness and a little distention. Peristalsis would be 
diminished. A rectal examination might reveal no 
abnormalities. His white blood cell cont would be 
approximately 12,000, and the differential count 
would show about 85 per cent polymorphonuclear 
cells. His urine might be somewhat concentrated, 
but otherwise normal. Such a patient, in the ab- 
sence of other findings, might well be said to have 


an acute surgical abdomen. 
37 Oak Lane. 


The Medical Care of Patients Following Total 
Thyroidectomy 


Eugene C. Eppinger and Samuel A. Levine, Boston 
(Journal A. M. A., June 23, 1934), give the three com- 
plications with which the physician is concerned in the 
postoperative care of patients subjected to complete 
thyroidectomy. 1. Hoarseness and aphonia as a result 
of injury to the recurrent laryngeal nerves is rare and 
requires no specific treatment. 2. Postoperative tetany 
is quite uncommon, is never severe and is relieved by 
the administration of viosterol and calcium. 3. Mild 
symptoms of myxedema occur almost invariably, are 
not necessarily paralleled by a low basal metabolic rate, 
and can be controlled easily by thyroid medication. It 
is generally desirable to keep the metabolic rate at a 
level of about minus 20. It was found that smaller doses 
of thyroid extract were necessary to produce the same 
effect in surgical myxedema than in the spontaneous 
type. These patients should be given the same sort of 
medical advice as is given to cardiac patients in general, 
except so far as improvement permits an increased 
range of activity. 
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The Acute Abdomen: The Surgeon’s 
Standpoint 
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things to many men but by no stretch of an 

educated imagination or even of poetic license 
can one be honestly called Acute. We begin by 
protesting and end by admitting we have nothing. 
better to offer. It means a painful condition of the 
abdomen which demands surgical interference. Be- 
fore this necessity is admitted it is mot an Acute 
Abdomen. Just as soon as the belly is open it ceases 
to be an acute abdomen and becomes—an acvite ap- 
pendicitis or an intestinal obstruction or whatever 
the section reveals. 


The most important characteristic of the acute 
abdomen, then, is its exceedingly short duration, 
which should only extend from the point of diag- 
nosis to that of operation. Used in this way there 
is a real and definite value in the term. Used, how- 
ever, as a general multiplex term to include all acute 
abdominal conditions amenable to surgical treat- 
ment, it loses much of its point. This discussion has 
done that very thing. It has diffusely dealt with 
bellyache, which is a valuable study, most important, 
but writing this after the meeting, I am moved to 
re-emphasize what was said in introducing the sym- 
posium, that the diagnosis of acute abdomen should 
be made with caution but with courage. When it 
is made it entails operation as soon as the patient 
can be properly prepared. It is a diagnosis which 
calls for the imperative sequence of section and 
should be reserved for that occasion. This does not 
mean that all or many sudden bellyaches should be 
immediately pronounced Acute Abdomens and 
opened. Quite the contrary. It does mean, however, 
that the distinction should be sharply made. The 
patient is not threatened with an Acute Abdomen. 
He has it or he has it not. 


, \ HIS term is a barbarism. Abdomens are many 


So important is this matter of prompt decision 
that we have found it useful fo divide the time of 
observation into watches of four hours. This is 
the way vigilance is timed at sea. This is the com- 
mon periodicity of detailed observation in hospital 
nursing. It is clear cut and convenient. In the first 
watch fall, for instance, cases of ruptured viscera 
from blunt force and penetrating wounds; cases of 
perforated gastric and duodenal ulcer: ruptured 
ectopic with free hemorrhage; strangulated hernia; 
some cases of fulminating appendicitis, etc., etc. 

In the second watch—intestinal obstruction with 
strangulation will declare itself and may often be 
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localized by a flat plate x-ray study; intussuscep- 
tion; again peracute appendicitis ; pancreatitis. 

In the third watch—again appendicitis; intesti- 
nal obstruction without strangulation; twisted 
pediculated ovarian cysts, etc., etc. 

Many cases do not, however, become clear till the 
second day. Most cases of appendicitis, acute 
cholecystitis, and a well defined group of other 
cases will deserve a period of preparation after the 
decision to operate has been made. 


One cannot explore wildly for diagnosis alone 
and we all know there are pitfalls: pneumonia, es- 
pecially in children; the lightning pains of tabes; 
angina with abdominal reference; renal, hepatic and 
intestinal colic; food intoxication and intestinal 
allergy and other conditions must be distinguished, 
of course, and I would like here to say a word about 
so-called intestinal grippe and its imitation of the 
conditions we are discussing. 

About two years ago there began to appear in 
New York and its vicinity an abdominal affection 
characterized by an acute onset of general or mid- 
abdominal pain occurring in rather prolonged parox- 
ysms with or without vomiting, without diarrhea as 
a rule, with no localized rigidity of the muscles of 
the belly wall, with slight rise in temperature, little 
or no acceleration of the pulse rate but with low 
blood pressure and often rather marked collapse. 
These cases presented tenderness most marked on 
the left side of the abdomen save in a few cases, and 
in many a fugacious tumor could be felt on patient 
examination. The leucocyte count was very variable 
and ranged from 3500 to 35000. They ran, and they 
are not as yet diminishing, a variable course. Some 
of them were associated with as much or more ten- 
derness in the right lower quadrant and were 
operated upon for appendicitis promptly. Some of 
these cases did badly ; in two of which I have knowl- 
edge, an acute, raw, gangrenous appendix was re- 
moved and a blood-tinged fluid found in the peri- 
toneal cavity. They were drained but died with a 
virulent hemolytic streptococcus infection in a few 
days. Some of them resembled pancreatitis in their 
invasion and, so far as I know, all of these in this 
group, that were operated on in the first few days, 
died, showing an acute pancreatitis without hem- 
orrhagic appearance. Some of them formed abscess- 
es about the appendix in the second week, and one 
formed a persistent mass in the left quadrant which 
finally subsided without operation. Most of them 
subsided in a few days with a tendency to relapse 
two or three times, and some of them ran a rather 
protracted course extending over several weeks. A 
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few were associated with diarrhea and one of these 
developed a phlegmonous colitis involving the entire 
colon and rectum. 

These cases of so-called intestinal grippe have 
made surgical diagnosis more than usually difficult 
and have not always been easy to distinguish from 
conditions which call for prompt surgery. I think, 
however, that they may as a rule be recognized and 
managed fairly successfully if one is aware of the 
existence of the disease and of its cardinal features 
and is alive to the danger of exploring the abdomen 
in the early invasion stage. The condition, then, to 
recapitulate, shows the following characteristics : 

l—a prodromal influenzal phase or influenza in 
the home. 

2—sudden central abdominal pain with, as a rule, 
lumbar reflexion. Paroxysmal pain with a dull 
general ache between paroxysms. The ache is 
relieved by firm, broad, gentle pressure with 
the flat hand and the paroxysms may often 
be excited by deep finger point palpation. 

3—Tenderness most marked over the sigmoid and 
extending up along the course of the colon, in 
some cases even extending to the ascending 
colon and cecum. There is not at this stage 
any point tenderness. 

4—the leucocyte count is low; very low in some 
of the cases. It is not to be over-emphasized. 

5—there is no abdominal rigidity. 

6—a left lower quadrant mass may often be felt, 
disappearing and again showing itself, with 
cramps. This should be the spastic sigmoid. 

I have discussed this condition at some length 
because it may easily simulate an acute abdomen, 
and because its early exploration has seemed to me 
quite dangerous. A few watches of observation will 
clear up the diagnosis. 


To summarize: Careful repeated regular obser- 
vation of the suspected case with no catharsis and 
not too much faith in laboratory tests. Palpation of 
the abdomen for general or local rigidity. Elimina- 
tion of the imitators mentioned above. Do not let 
obstruction or peritonitis creep up on you. 

23 South Portland Avenue. 





Medical Conditions Simulating the Acute 
Surgical Abdomen 


(Concluded from page 272) 


shows the increase in the number of young neutro- 
philes, significant of an acute infection, is highly 
recommended. This author further emphasizes the 
importance of the sedimentation test. If there is 
sedimentation of the red blood cells to 18 mm. grad- 
uation within a period of less than forty minutes, 
such a finding may be accepted as indicating the 
presence of an acute inflammatory lesion. 

Emphasis must also be placed upon the value of a 
flat x-ray plate of the abdomen when acute ab- 
dominal conditions arise in which the diagnosis is 
obscure. As Graham (6) and his co-workers have 
ages out, biliary calculi may be readily visualized 

direct examination. Furthermore, a flat plate 


of the abdomen may reveal renal calculi, abnormal 
accumulation of gas with dilatation of the small or 
large bowel (indicative of obstruction), and the 
position of the diaphragmatic cusps, especially in 
their relation to one another. 

As has already been mentioned, the x-ray may 
at times be helpful in establishing the diagnosis of 
ruptured peptic ulcer by proving the presence of 
air between the liver and the diaphragm. Wester- 


born (7) demonstrated the possibility of visualizing 
exudates in cases of peritonitis by means of plain 
Roentgen-ray studies. 

In the diagnosis of acute bowel obstruction a 
barium enema may occasionally be employed, but 
at no time when acute abdominal symptoms are 
present should a contrast meal be given by mouth. 


One should always think of the ordinary and most 
common conditions first. If the picture is bizarre 
or fails to conform to any known pattern all the 
available laboratory procedures should be utilized 
and the patient carefully watched before operation 
is advised. 

When an acute abdominal condition arises we 
have been correctly taught never to give cathartics 
or physics of any kind or description nor morphine 
sulphate unless a definite diagnosis has been 
established. 

A thorough history and a physical examination 
supplemented by ordinary laboratory procedures are 
frequently sufficient to make a correct diagnosis in 
an acute abdominal catastrophe. 
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Transactions of the Asso- 


Artificial Pneumothorax in the Treatment of Lobar 
Pneumonia 


Albert Behrend and Roscoe B. G. Cowper, Philadel- 
phia (Journal A. M. A., June 9, 1934), treated eleven pa- 
tients having unilateral lobar pneumonia with artificial 
pneumothorax to compress the affected lung, with two 
deaths. Neither of these fatalities could be directly at- 
tributed to the pneumothorax. They believe that col- 
lapse therapy is a rational form of treatment of lobar 
pneumonia, based on sound surgical principles. That 
lung tissue affected by lobar pneumonia can be com- 
pressed by air has been snown clinically, by roentgeno- 
grams and at necropsy. Artificial pneumothorax relieves 
the pain of the pleurisy that frequently accompanies 
lobar pneumonia. It is possible to induce a critical fall 
in temperature by artificial pneumothorax. The authors 
believe that artificial pneumothorax is neither a “cure- 
all” nor a “therapia magna sterilisans,” but it has 
shown itself to be a valuable adjunct in the treatment 
of lobar pneumonia and even a life saving measure in 
some cases. They have seen no complications directly 
attributable to the procedure. 
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necessity of prompt recognition of intra-ab- 

dominal lesions which demand surgical inter- 
vention. Unlike the general surgeon, however, he 
deals with the lower abdomen, and more particu- 
larly with organs in which conservation of func- 
tion, short of serious disability or loss of life, is of 
the utmost importance. Sterility, dystocia, early 
cessation of menses, premature climacteric, dyspa- 
teunia and even obesity often make life hardly 
worth living. Pelvic surgery should never be lightly 
undertaken, for futile pelvic exploration means cer- 
tain pelvic injury. Gynecology is worthless if not 
conservative. 

The gynecologist, anxious not to open the abdo- 
men, by mistake, must at the same time be quick to 
recognize conditions as not gynecological, not pelvic 
—lesions with which the general surgeon is better 
able to cope. Of these acute appendicitis is the most 
important. 


Tie gynecologist, of course, is aware of the 


The acute conditions which commonly confront 
the gynecologist are ascending infections—puer- 
peral, postabortal and Neisserian, ectopic and follic- 
ular hemorrhage, and strangulation or thrombosis 
of tumors or adnexa. When the obstetrician meets 
with rupture of the uterus, or tumors which ob- 
struct labor or complicate the puerperium, he at 
once becomes acutely aware of any lack of surgical 
training as a gynecologist—for the separation of 
gynecology and obstetrics is not only artificial but 
impractical. 

Pyelitis complicating pregnancy often closely 
simulates acute appendicitis, with anterior tender- 
ness, rigidity and rebound pain. Chill, high temper- 
ature and urinary symptoms are helpful but not 
constant symptoms. No operation for acute appen- 
dicitis at the sixth month of gestation should be 
done without urological consultation. 

The uterus and adnexa are quite insensitive to 
pain. Pelvic tumors and distended tubes cause no 
pain until complicated by peritonitis. The pelvic 
peritoneum is extraordinarily sensitive, and is almost 
the sole seat of pain. Except for the lancinating pain 
caused by the sudden flow of blood over the peri- 
toneum, pain means peritonitis. 

A high percentage of acute pelvic infections is 
Neisserian in origin, and recovery follows conserva- 
tive treatment more consistently than quick opera- 
tion with its discouraging mortality and morbidity. 
Acute exacerbations are but ascending reinfections, 
and are best treated conservatively, and by extirpa- 
tion of persistent foci of infection in the cervix and 
external genitalia. Cases under observation, not 
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improving, with blood findings indicating spreading 
infection, may demand intervention. For practical 
purposes the diagnosis must be made between pelvic 
and spreading peritonitis. Rupture of pysoalpinx is 
rare, yet pelvic examination under anesthesia is 
dangerous; in these cases, drainage is a far safer 
and better operation than more radical procedures. 


Since the treatment of acute salpingitis is for the 
most part non-surgical, while acute appendicitis 
must be operated upon promptly, differential diag- 
nosis between these two everyday conditions is of 
the greatest importance. Fortunately, however, 
diagnosis presents but few difficulties if the value of 
painstaking and searching history is fully appre- 
ciated. The significance of symptom sequence is 
nowhere better illustrated. The importance of puru- 
lent vaginal discharge, expression of pus from 
Skene’s and the para-urethral glands, reddened 
orifices of Bartholin’s glands, and the fairly con- 
stant dysuria which typically precedes the onset of 
abdominal pain by a period of six weeks to three 
months, can not be overestimated. A disturbed 
menstrual period just preceding is a very constant 
finding. In fact, change in the time, duration or 
amount of the flow in the last period, with the 
history of unusual pain or discomfort before or 
during the period, and relieved by the flow, is 
almost diagnostic. 

Even severe pelvic inflammations rarely involve 
the appendix; when this does occur however, in- 
flammatory processes of external origin seldom 
cause acute appendicitis, though adhesions may 
mobilize the appendix and so predispose to acute at- 
tacks later on. 

On the other hand, acute suppurative appendicitis 
is very likely to involve the right tube, and perhaps 
the entire pelvis—a not infrequent cause of sub- 
sequent menstrual disturbance, sterility, ectopic and 
fixed retroversion. Conservative management of 
the pathology outside the appendix is best for the 
patient. 

Acute appendicitis is a formidable complication of 
pregnancy. Prompt operation is imperative. 
Whether the operation is done by the surgeon or 
the gynecologist, abortion or premature labor, 
hemorrhage and retained placenta add much to the 
risk and to the difficulty of management. 


Intraperitoneal hemorrhage from an ovarian fol- 
licle, or from the tube in ruptured ectopic pregnancy, 
demands operation. How soon, after first seen by 
the surgeon, depends upon good clinical judgment 


(Concluded on page 296) 
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paper that the viewpoint of the urologist to- 

ward the Acute Abdomen is the same as that 
of the man in any other branch of the healing art, 
namely, diagnosis and the best means of restoring 
the sufferer to health. However, the urologist 
should be particularly upon his toes as to the diag- 
nosis of a possible urological condition. I lament 
the fact that so many of us are following the pendu- 
lum toward laboratory and mechanical diagnosis 
and seeming to neglect to use our eyes and our fin- 
gers, and to obtain an intelligent history from the 
patient. In interpreting the history we play the 
role of the detective and should remember that logi- 
cal conclusions from inaccurate premises are just 
as serious to the patient as illogical conclusions 
from accurate premises. 


Pome me to state at the beginning of this 


I will not attempt to describe the acute abdomen 
as the picture is variable, depending upon the stage, 
but will define it as an abdominal condition which 
compels us to determine whether a surgical opera- 
tion is necessary or not. 

Let us review the well known urological condi- 
tions which may give this picture, more or less, in 
their order of frequency : 

A. Kidney causes: 

1. The more severe degrees of pyelitis (and 
ureteritis), with or without stones, all the 
way to pus kidney 

. Cortical abscess (usually staph.) and peri- 
nephric abscesses 

. Hydronephrosis and Dietl’s crisis 

. Stone or blood clot occluding ureter or pass- 
ing down ureter 

. Tuberculosis of kidney when complicated 
by pyogenic infection 

. Trauma to kidney 

. Infection in polycystic kidney 
Infection superimposed upon kidney tumor 

. Bladder causes: 

1, Urinary retention with cystitis due to pros- 
tatic obstruction, benign or malignant; or 
due to stricture, or stone impacted in blad- 
der neck 

2. Infected diverticulum of bladder 

3 Trauma of bladder 

4. Perforation of bladder by carcinoma or 

ruptured diverticulum 

C. Other causes: 

1. Peritonitis due to epididymitis in unde- 
scended testicle 
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. Torsion of cord in partly undescended 
testicle 
. Infection of umbilicus or urachus 
. G. C. infection spreading along vas toward 
epididymis but not yet causing tender or 
swollen epididymis 
. Buboes 
. Gastric crisis in tabes (hardly urological) 
. Reactions of instrumentation—cystoscopy 
and pyelograms, etc. 
8. Sometimes the various nephritides 
Our job as urologist is to differentiate these con- 
ditions from other surgical or medical conditions, 
which may give a somewhat similar picture. I will 
try not to invade the other fields of medicine and 
surgery but merely show means of diagnosis of 
some of these urological conditions. 


Let us begin with the kidney and go downward. 
Probably the most common of urological causes for 
acute abdomen are the more severe renal and renal 
pelvis infections, from pyelitis (and ureteritis) to 
the pus kidney. The systemic reaction of a pyelitis 
may be greater than that of some pus kidneys where 
the kidney is pretty well destroyed but the infection 
is well localized. The history of acute onset with a 
chill and high fever suggests the urinary tract. 
There is usually some lumbar pain which may 
radiate to the groin or the testicle. The accompany- 
ing: frequency of urination (urine hazy when 
voided) is also suggestive. 

If calculi are present, blood tinging or frank 
hematuria and sharp severe pain radiating along 
ureter—ureteral colic—may be noted. The urine 
shows pus, red blood cells, and bacteria. Culture 
of catheterized specimen will reveal the offending 
organism. Usually albumin and casts are present in 
varying amounts. Voided specimens from the fe- 
male may be misleading due to vaginal contamina- 
tions. We must remember, however, that the dis- 
eased kidney may be blocked or not secreting, in 
which case the urine at this time may look quite in- 
nocent. Therefore, if negative, repeated examina- 
tions should be made. On physical examination we 
find tenderness and varying degrees of muscle 
spasm anteriorly and posteriorly over the affected 
kidney. Sometimes an enlarged and tender kidney 
may be palpated. We must remember that kidneys 
are sometimes very much out of position. I saw one 
with a short ureter so far in the pelvis that it was 
mistaken by an excellent surgeon for a pelvic 
growth. If this kidney had been badly infected it 
might have been taken for a pelvic peritonitis or 
abscess. X-ray may show enlarged kidney or stones 
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if present. Cystoscopy will check the physical find- 
ings. Renal function tests and urea estimation usu- 
ally show diminution of output on the diseased side. 
Microscopic study of ureteral specimens will show 
pus, bacteria, etc., on the affected side. Pyelograms, 
either retrograde, or after intravenous injection of 
uroselectan or some similar chemical, will show de- 
formity of renal pelvis, ureter, etc. These should be 
interpreted by one expert in the radiographic field. 


Usually there is little reason to rush to operation 
on these infected kidneys. Many of the hopeless 
looking ones do very well with drainage through the 
ureteral catheter, and although at first showing a 
marked filling defect will, after several days irri- 
gation through a retained ureteral catheter, show 
normal renal pelves and calices and a good function- 
ing kidney. Any strictures of the ureter which may 
have been the cause of deficient renal drainage and 
subsequent infection should be well dilated and kept 
dilated to prevent recurrence. The diagnosis of a 
good kidney on the other side must also be made be- 
fore nephrectomy of even a hopelessly involved 
kidney is advised, as unilateral and horseshoe kid- 
neys are more common than supposed. The patient 
is better off even with two bad kidneys than none 
at all. Blood counts are of little value in the diag- 
nosis of kidney lesions because they are so variable. 
They may be a guide to the severity of the infection 
or in pointing to other diseases. 


Cortical infections (usually staph.) are probably 
of hematogenous origin. There is usually a pre- 
ceding cold or sore throat. The picture is that of 
acute infection and may have few urinary symp- 
toms. There are loin pains and local tenderness. They 
may run into perinephric abscess, which is palpable 
and associated with much muscle spasm both ante- 
riorly and posteriorly. The cortical abscesses may 
resolve themselves in rare instances. I have seen 
at least one such case who refused operation, and 
at a later date operation for stone in the pelvis of 
the same kidney revealed several good sized stellate 
depressed scars, on the surface of the kidney. These 
were not tuberculous. Blood counts are likely to be 
high; cystoscopy does not help in many of these 
cases and the diagnosis must be made by history, 
physical examination and ruling out of other condi- 
tions. X-ray will show some enlargement of the 
affected kidney and in case of perinephric abscess 
will show obliteration of the psoas line and con- 
cavity of the spine toward the affected side. At this 
stage there is usually some edema in the flank and 
back. Perinephric abscesses are always surgical, as 
are the vast majority of cortical abscesses. 

Occlusion of the ureter by stone, blood clot or 
debris may give a picture of acute abdomen because 
of painful distention of the kidney, and later 
sequelae if not relieved of infection. If there is not 
too much muscle spasm, an enlarged, tender kidney 
can be felt. This is relieved at once by passage of 
the ureteral catheter. If there is a chronic history 
and much debris or blood clot, without stone, a 
guinea pig should be injected for tuberculosis and a 
pyelogram made to demonstrate the deformity of 
tuberculosis or of renal tumor. Tuberculosis of the 
kidney does not cause an acute abdomen unless 
secondarily infected by pyogenic organisms. Trauma 
of the kidney produces an acute abdomen and often 


without injury to the skin and parietes—by acute 
flexion of spine and consequent pinching of the 
kidney between rib edge, spine and posterior ab- 
dominal wall. A direct blow over the kidney may 
also produce a surgical abdomen because of injury 
to that organ. Here we have the history of injury 
followed by shock, bloody urine, abdominal tender- 
ness and rigidity. These injuries of the kidney do 
not always require operation. If internal hemor- 
rhage is to kill these patients, it usually does so be- 
fore they can reach an operating room. If opera- 
tion seems indicated because of internal hemor- 
rhage, the shock should be treated, the patient 
transfused and exploratory operation done at once. 
Many a lacerated kidney may be repaired but such 
organs are often needlessly removed. 


Bladder distention from enlarged prostate (benign 
or malignant) or stricture of the urethra exhibits 
the distended bladder in the lower abdomen. This is 
often acutely tender and protected by muscle spasm. 
The tumor disappears on catheterization. The large 
prostate is palpable by rectum. Sometimes the 
prostate does not feel large by rectum but a ball-like 
middle lobe causes retention. This can be seen by 
the cystoscope. Prostatectomy or transurethral re- 
section is the treatment indicated. If stricture pre- 
vents passage of a catheter it should be dilated if 
possible or urethrotomy done at once to empty the 
bladder. Large diverticuli of the bladder sometimes 
cause retention or because of contained infection 
cause a tender and rigid lower abdomen. The cysto- 
scope or cystogram makes the diagnosis. Intra- 
peritoneal rupture of a diverticulum will produce 
the picture of peritonitis. 

Trauma of the bladder is usually too plain to 
need discussion, except in the type of rupture due 
to a fall with a full bladder. Here we may see the 
patient only after signs of peritonitis have devel- 
oped. Bladders have also been perforated with in- 
struments and bullets. The cystoscope will show 
the lesion, if the bladder can be distended suffi- 
ciently, but if not, and the signs of peritonitis are 
present, an immediate exploratory operation is 
indicated. 

Carcinoma has been known to perforate the 
bladder, giving the picture of peritonitis. Nature 
sometimes walls off this perforation or a fatal peri- 
tonitis results. Exploratory operation is usually 
indicated in these cases. Sometimes a cystoscopy is 
of aid in diagnosis in the walled off cases. 


During an acute urethritis marked tenderness 
occasionally develops in the lower abdomen just 
above Poupart’s ligament, and if on the right side 
it makes one think of a possible acute appendi- 
citis. Within 24 hours acute epididymitis develops 
on this side and pain and tenderness begin to dis- 


appear in the groin. I interpret this as an infection 
traveling along the cord to the epididymis. 
Buboes occasionally give pain, tenderness and 
(Concluded on page 288) 
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abdominal conditions is often difficult, and 

frequently the opportunity to make a diag- 
nosis comes too late to give the surgeon an even 
break, 

There are so many conditions in childhood with 
symptoms referred to the abdomen that the laity are 
likely to look upon a pain in the abdomen as nothing 
put a bellyache that can be cured with a dose of 
castor oil. The younger the child, the less resistance 
he has to any infection. In abdominal conditions the 
younger the child, the less able is he to wall off the 
infection in a protecting abscess and a spreading 
peritonitis is the rule. Fortunately, acute inflamma- 
tory lesions of the abdomen in children under five 
years of age are rare, but the mortality is higher 
than in children over five years of age. Beekman 
reports thirty-six cases of acute inflammation of the 
abdomen in children under five with a mortality of 
twenty-five per cent, while in two hundred and 
eighty cases between the ages of five and twelve 
the mortality was only 4.7 per cent. In twenty-three 
records it was brought out that nine cases of abscess 
and fourteen cases of peritonitis had received a 
purge, while in the rest of his series none of the 
unperforated cases had been given a cathartic. 


[Ts pediatrist’s problem in diagnosing acute 


The earliest abdominal conditions are the con- 
genital anomalies such as atresia of the duodenum, 
rectum, etc. Symptoms of these conditions are 
usually manifest soon after birth. 

During the first two years of life, intestinal ob- 
struction is more common than abdominal inflamma- 
tion. In a series of acute abdominal surgical con- 
ditions, as reported by Beekman, among those under 
two years of age, there were three cases of peri- 
tonitis and forty-eight cases of obstruction, while 
in those between the ages of two and twelve there 
were three hundred and twenty-six with peritoneal 
inflammation and only three with obstruction. 

Pylorospasm and pyloric stenosis usually appear 
between the third and sixth week. Projectile vomit- 
ing is a predominating symptom of both conditions. 
Gastric peristalsis may be present in pylorospasm 
and is always present in pyloric stenosis. A palpable 
tumor is pathognomonic of stenosis and surgical 
treatment is indicated. 

Speculating on the cause of pylorospasm has in- 
terested me a long time. From observation, but 
without conclusive proof, I feel that this is an 
allergic response to cow’s milk, comparable to the 
spasm of the bronchi in asthma, rather than a 
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hypertonic irritability of the vegetative nervous 
system. 

Next to pyloric stenosis intussusception is the 
most common form of intestinal obstruction and is 
usually seen between the ages of nine months and 
two years. In the early stage, when diagnosis and 
surgical treatment can offer a good prognosis, the 
symptoms are: 

1. Attacks of colicky pain and shrill crying 

2. Loose stools at first, later blood-stained mucus 

3. Flaccid abdomen and palpable tumor 

4. When peritonitis develops, there are fever, 

great prostration, and leucocytosis, but seen 
at this stage the prognosis is poor 


Some of the acute inflammatory conditions of the 
abdomen in children over two may be tabulated as 
follows : 

1. Appendicitis 

2. Kidney conditions 

3. Migratory or hematogenous peritonitis 

4. Pelvic abscess 

Appendicitis is the most common. Here the symp- 
toms are pain, fever, vomiting, and abdominal ten- 
derness, or rigidity. In examining a little patient 
with these symptoms, never palpate roughly or the 
early muscle resistance is likely to be missed. Lay 
the palm of the hand flat on the abdomen and gently 
apply pressure with the finger tips. Often young 
children will not say “ouch,” or “it hurts,” and the 
only evidence of pain on pressure will be a change 
in the expression of the face. A useful sign in 
differentiating appendicitis from other forms of 
pain is that the child never wants to sit up but per- 
fers to lie quietly on his back with the knees slightly 
drawn up. 

In pyelitis and kidney abscess, the location of the 
pain and the urinary findings are the differentiating 
factors. 

Pneumococcus peritonitis is a condition which is 
almost entirely confined to the first two decades of 
life. There are two types of pneumococcus peritoni- 
tis, an idiopathic or migratory type and the second- 
ary or hematogenous type. The latter follows 
pneumococcus infection in other parts of the body 
and is not seen so often as the idiopathic type. 
McCartney and Fraser have published some inter- 
esting observations on the idiopathic type. As all 
of their cases were females, they came to the con- 
clusion that the primary focus is a vaginitis and 
the migration is from the vagina to uterus, to tubes, 
to peritoneum. There are other forms of peritonitis, 
as, for example, that due to the hemolytic strepto- 
coccus, which may be a migration from a diseased 
abdominal viscus, or have its origin in a distant 
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focus, in which case it may be considered part of a 
generalized metastatic pyemic process. Mandel made 
an interesting observation that throws some light on 
the manner of bacterial migration. He placed sterile 
gauze around the loop of intestine that had been 
sutured to the parietal peritoneum, as the first step 
of a colostomy. Later, cultures from the pads grew 
bacteria of the intestinal flora. 


There are times when medical conditions produce 
abdominal symptoms that are with difficulty differ- 
entiated from surgical conditions. These may be 
tabulated as: 

1. Tonsillitis 

2. Grippe 

3. Pneumonia 

4. Pleurodynia 

5. Pyelitis 
6. Poliomyelitis 

7. Pancreatic mumps 

Brennerman has shown the relation between 
respiratory infection and abdominal pain and that 
at times a true abdominal infection may be a com- 
plication of a respiratory disease. As an example 
of this I might cite two personal experiences, one a 
case of intussusception, the other a case of acute 
appendicitis. Both of these conditions immediately 
followed a grippe infection. At operation there was 
noticed swelling and redness of the mesenteric 
nodes. Before discussing the differentiation between 
pneumonia and abdominal conditions, it is well to 
review briefly the innervation of the diaphragm. 
Embryologically the diaphragm is laid down in the 
neck and descends as the lungs and heart develop. 
As regards nerve supply we must keep in mind two 
zones. The peripheral zone is supplied by branches 
from the third, fourth, and fifth cervical nerves, so 
that irritation of the outer zone produces pain 
referred to the shoulder region. The central zone is 
supplied by the phrenic nerve, which arises from the 
fifth and sixth cervical roots. The phrenic nerve 
also sends branches into the abdomen, so that irrita- 
tion of the central zone produces pain and tender- 
ness in the abdomen. 

One frequently sees patients with fever and ab- 
dominal pain and the responsibility of differen- 
tiating between pneumonia and appendicitis is great. 
In pneumonia the fever is higher and the leucocy- 
tosis is greater than in the early stages of appendi- 
citis, and the tenderness on palpation is variable. 
When in doubt it is well to have an x-ray of the 
chest before operating, because a pneumonic process 
may be detected by an x-ray when it is quite im- 
possible to locate it by percussion and auscultation. 

There is a condition variously known as pleuro- 
dynia, diaphragmatic pleurisy, or devil’s zrippe, 
which is worthy of consideration in the discussion 
of acute abdominal symptoms. Here is a typical 
picture as described by David Greene in his report 
of one hundred and forty-one cases. “A boy pre- 
viously healthy, while playing ball, suddenly de- 
veloped a sharp pain in the lower right chest and 
right upper abdominal quadrant. He remained on 
the field but did not continue playing. That evening 


the pain became more severe and there was head- 
ache and fever. Upon examination the face was 
flushed, the lips somewhat cyanosed, and he ap- 
peared moderately prostrated. Throat red, no pul- 
monary signs, much pain but no tenderness in right 
upper quadrant. Temperature 102. Pulse 100. Res- 
pirations 22. White blood count 4,800. Polys 79%. 
Pain and fever subsided during the next few days.” 
Here, again, is an instance of upper respiratory 
infection producing abdominal symptoms through 
irritation of the phrenic nerve. I saw one case 
similar to that just described where abdominal 
symptoms predominated. Devil’s grippe was the first, 
diagnosis. The lower thorax was strapped, and 
salicylates and later morphine were given. The 
second day the symptoms were so severe and so 
suggestive of kidney infection that an urological 
consultant was called in. He felt that the condition 
was suggestive of a beginning perinephritic abscess. 
Radical procedures were postponed and the symp- 
toms steadily decreased until they were absent on 
the fourth day. 

Pyelitis is sometimes mentioned as a condition 
to be ruled out in diagnosing an acute abdomen, but 
this is so readily diagnosed by the urinalysis that 
it offers little trouble in our diagnosis. 

Early poliomyelitis may be ushered in with ab- 
dominal pain and vomiting, but if a doctor were to 
make a thorough physical examination in every acute 
febrile condition, it would not be mistaken for an 
acute appendix. 

Farnham reported a case of pancreatic mumps 
that came to operation with a diagnosis of appen- 
dicitis. Stephens in 1925 reported four cases of 
pancreatic mumps in children. The characteristic 
syndrome is this: A child is seen with typical 
parotid swelling, low fever, and mild constitutional 
reaction. By the fourth day the fever is less and 
the swelling has subsided. On the fifth or sixth day 
the child seems nearly well. At this point there is 
complaint of discomfort and pain in the epigastrium, 
vomiting, rise in temperature, and great prostration. 
On physical examination, there is found tenderness 
in the mid-epigastrium but no rigidity. Palpation 
is likely to cause a wave of intense nausea. For- 
tunately, this condition is rare, but it is well to 
have in mind because of the possibilities of wrongly 
diagnosing an acute surgical abdomen. 


This consideration of the acute abdomen from 
the surgical, medical, and pediatric angles will help 
us all in our differential diagnosis. As this subject is 
reviewed, it is obvious that the most important 
factor is early diagnosis, particularly in children, in 
whom abdominal infections develop so fast. In 
eleven postoperative deaths in a series of one hun- 
dred and sixty-five cases of appendicitis under 
twelve, the children had been ill two days or longer 
before operation. Surely these cannot be considered 
surgical deaths. It is our responsibility to use every 
opportunity to impress upon our patients the possi- 
ble seriousness of abdominal pain, to induce them 
to seek medical opinion early, and never to give or 
take castor oil or other cathartic without consulting 
their physicians. 
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ing patients, is often confronted with vague 

statements such as, “Doctor, I have a pain in 
the stomach.” This statement represents the chief 
complaint of the patient but is of little value to the 
physician until many points for consideration are 
carefully analyzed. From the surgeon’s point of 
view, the exact location, time and duration, radia- 
tion, and associated manifestations are of the great- 
est importance, but I wish to point out other factors 
concerning the complaint and the complainer which 
are not only of great interest but should also be 
taken into consideration during the analysis of the 
problem at hand. 


[x surgeon, in his daily routine of question- 


It has been the experience of every physician to 
notice the wide variations of intensity and quality 
of visceral sensations in the abdomen described by 
patients who, upon operation, are found to have 
the same type of pathology and apparently with 
similar involvement of tissue. It has been quite 
generally accepted that the neuropathic individual 
likes to speak of his sensations in the superlative, 
while the phlegmatic patient makes little of his 
complaint, which may be actually of greater inten- 
sity. This explanation, however, is not sufficient and 
is unfair to the patient as well as misleading to the 
physician. Patients with a highly neurotic tendency 
are sometimes found to be subsensitive to pain while 
a phlegmatic person may be acutely conscious of 
painful stimuli. In 1926 Libman (1) introduced the 
idea that the actual sensibility to pain varied in 
different individuals and was not necessarily asso- 
ciated with the psychoneurotic make-up of the pa- 
tient. He found, by studying the reactions of 
patients at the time when pressure was made upon 
the styloid process, that he was able to place these 
patients in one of five groups, ranging from 0 (in- 
sensitive to pain), to 4 plus (hypersensitive to pain). 

Crohn (2) in a study of 155 normal individuals 
and 130 ulcer cases brings out some very important 
findings that offer an explanation for the variations 
in the history of ulcer cases. These patients- were 
examined as to their sensibility to pain as judged 
by styloid pressure. In the 155 normal individuals, 
the sensitiveness to pain was about equally distrib- 
uted among the five classes. In the 68 uncompli- 
cated ulcer cases, 32.3% were insensitive to pain 
while 7.3% were 4 plus. In the 62 complicated cases, 
54.8% were insensitive to pain while 3.3% were 4 
plus. It is interesting to note that in Crohn’s an- 
alysis of his complicated cases, the occurrence of 


‘Read at the Twenty-seventh Annual Meeting of the Second District 
Branch of the Medical Society of the State of New York, Garden 
City, New York, November 16, 1933 


pain-insensibility in various groups showed hemor- 
rhage as a complication in 40.8%, perforation in 
61% and stenosis in 72.7%. This study of gastric 
ulcer patients has offered an explanation for the 
variations in the symptomatic picture during the life 
cycle of the ulcer, depending upon the sensitiveness 
to pain in the particular individual. Those that are 
hypersensitive may complain almost constantly, 
others less sensitive may have long phases of free- 
dom from ulcer manifestations although the ulcer 
may be still active and, finally, there is the group of 
patients who are entirely free of symptoms during 
the period of activity of the ulcer and have no 
knowledge of their lesion until the occurence of a 
complication such as hemorrhage or perforation. 

One must not lose sight of the fact that there is 
a constant flow of sensations from the abdominal 
viscera to the higher centers of the central nervous 
system, through which they play a part in the reflex 
regulation of visceral function. Under normal con- 
ditions of health, sensations from the abdominal 
viscera do not reach the level of consciousness, with 
the exception of the bladder and rectum. These 
sensations are conditioned by certain factors, prin- 
cipally the character of the stimulus and the type 
of tissue upon which the stimulus acts. In this dis- 
cussion I shall limit myself to the consideration of 
only one type of sensation, namely, pain. 


There are two types of pain associated with 
visceral pathology, true visceral pain and referred 
pain. True visceral pain is localized in the region 
of the viscus which is the site of its origin, while 
the referred pain is found in some somatic area 
supplied by the spinal nerves from a segment of the 
spinal cord which also supplies the viscus involved. 
The impulses which give rise to visceral sensations 
are conducted over the general visceral afferent 
components of the sympathetic nervous system and 
enter the spinal cord by way of the dorsal spinal 
roots. 

There have been two theories offered to explain 
the referred pain. Some investigators believe that 
certain afferent visceral components form a synapse 
in the dorsal spinal ganglion, that the stimulus is 
transferred to an afferent somatic component, and 
that ordinarily these stimuli never reach the level 
of consciousness. The stimuli passing over these 
somatic components from the somatic areas do 
reach the level of consciousness and are correctly 
interpreted by the cerebral cortex according to past 
experience. When a visceral stimulus is shunted 
onto this neurone and has sufficient intensity to 
reach the level of consciousness, the interpretation 
of the stimulus is the same as though it had origi- 
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nated at the end organ in the somatic area. The 
second theory assumes that when a visceral stimulus 
reaches a certain intensity it produces a hyperexcita- 
tion of the neurones in the spinal cord which convey 
the impulses to the thalamus and brings them to the 
level of consciousness, although there is a misinter- 
pretation as to the origin of the stimulus since they 
are conducted by neurones which ordinarily carry 
somatic stimuli. The principal difference between 
these theories is the way the visceral stimulus is 
transferred to a neurone conducting somatic stimuli. 
Either one, or both, may be correct, as the connec- 
tions in the spinal cord are not fully known. 

Contrary to the general belief, referred pain is 
less prevalent in visceral disease than true visceral 
pain. Ryle (3) believes that non-inflammatory vis- 
ceral lesions rarely give rise to referred pain unless 
there is a severe visceral crisis; in other words we 
see the best demonstration of this type of pain in 
cases of severe visceral pain or in association with 
inflammatory visceral disease. The true visceral 
pain, as a rule, makes its appearance first and we 
may have both types present at the same time, al- 
though the somatic manifestations may persist after 
the true visceral pain has subsided. 


It is quite generally accepted that the sensation 
of pain is produced by an adequate stimulus caused 
by contraction or hyperextension of the smooth 
musculature of a viscus or of the blood vessels 
which supply that viscus. Mechanical stimulation 


of smooth muscle does not produce pain, but when 


the muscle is caused to contract in an unusual way, 
as is seen in spasticity, pain is produced. The 
factors involved which may increase the intensity 
of the stimuli from smooth muscle vary in different 
types of pathology. For example, a simple gastric 
ulcer which erodes the tissue, affecting the sensory 
nerve endings in the muscle, may produce pain while 
carcinoma invading the stomach wall may grow 
between the muscle fibers and the patient may be 
entirely free of pain. Pain may be produced by 
kyperdistention of the stomach by gas or by con- 
traction of the gastric musculature. In acute appen- 
dicitis the pain is most intense during the engorge- 
ment of the blood vessels and the hyperextension 
of the musculature, but when the gangrenous state 
is reached the blood vessels as well as the lumen 
are often obstructed and the pain is relieved. This 
also holds true when the appendix ruptures. Pain 
is produced by traction on the mesentery, which 
may be due to the stretching of the large vessels 
in the mesentery, or by irritation of the parietal 
peritoneum. The parenchyma of the liver, pancreas, 
spleen and kidneys is regarded as insensitive and 
may be cut, torn or otherwise injured without giving 
rise to sensations. Those sensations that do arise 
in these organs probably come from the parietal 
peritoneum or from the large blood vessels. The 
parietal layer of the peritoneum is regarded as sen- 
sitive because of the sensory cerebrospinal nerve 
supply to its outer surface. The serous surface and 
the visceral surface of this membrane are not 
sensitive. 


Visceral pain and pain referred to somatic regions 
from visceral pathology must be differentiated from 
pain due to diseases involving the central nervous 
system. This type of pain may fall into one of 
three groups: neuritis, radiculitis, or neuralgia. 
When a peripheral nerve is injured or diseased, but 
not damaged sufficiently to produce an interruption 
in the structural or functional continuity of the 
nerve, we have pain as the outstanding symp- 
tom. This pain is usually severe but may vary in 
intensity. It is generally sharp, boring or burning 
in character. The most important point to remem- 
ber about this pain associated with neuritis is that it 
follows the course and distribution of the affected 
nerve. This pain is often associated with tenderness 
along the course of the nerve as well as paresthesias 
and objective sensory disturbances. 

The roots of the spinal nerves may be affected in 
diseases of the spinal cord, of which tumor receives 
the first consideration. Infections of the meninges, 
especially syphilis and tuberculosis, as well as path- 
ology of the vertebrae, may irritate these roots and 
produce the symptoms of radiculitis. Pain is the 
most constant symptom, and though it may be dull 
and constant, it is more often found to be sharp, 
lancinating or paroxysmal in character. The im- 
portant point of differential diagnosis from neuritis 
is the different distribution as well as the absence of 
tenderness along the nerve trunks. 

The paroxysmal attacks of pain along the course 
of a peripheral nerve is spoken of as neuralgia. 
This is a symptom and not a disease. The causes 
of this type of pain are many and in certain in- 
stances the nature of the pathological process is 
never determined. The pathology may be located in 
the spinal cord, meninges, vertebrae or even in the 
peripheral nerves, as seen in the early stages of 
neuritis. Spinal cord tumors, multiple sclerosis, 
syringomyelia, tabes, herpes zoster, arteriosclerosis, 
infectious diseases, poisons, pressure and even 
hysteria must be considered as possible etiologic 
factors. This pain is characterized by its sudden 
appearance, paroxysmal nature, short duration, and 
absence of objective sensory disturbances, although 
there may be slight hyperesthesia and absence of 
tenderness along the nerve trunks. 


True visceral pain generally presents a colicky 
character and has, as its distinctive feature, wave- 
like increase and decrease, frequently accompanied 
by a feeling of overdistention or a sensation of grip- 
ing or “tying up in a knot.” Colicky seizures show a 
pronounced tendency to manifest themselves at 
night and Schmidt (4) has suggested, as an explana- 
tion, that with the inactivity of striped muscle there 
seems to be associated an increased activity of 
smooth muscle. 

The excessive visceral stimuli arising from a dis- 
eased viscus and entering a segment of the spinal 
cord furnish an explanation for other signs 
and symptoms noted by the diagnostician. These 
stimuli affect the neighboring centers in the segment 
of the spinal cord, thus producing a hyperirritability 
of the cells. This, in turn, lowers the threshold of 
stimulation for all nerves conducting stimuli from 
somatic regions that enter this segment. Therefore, 
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a stimulus arising from the skin supplied by one 
of these nerves, which ordinarily would not be 
noticed by the patient, becomes intensified. This 
area of the skin is spoken of as being hypersensi- 
tive and the phenomenon is known as the somatic 
hyperalgesia associated with visceral disease. In 
many instances this area of hyperalgesia is accom- 
panied by a cutaneous ischemia, undoubtedly due to 
the influence of the excessive visceral stimuli on the 
groups of cells in the grey matter of the spinal cord 
giving rise to the efferent sympathetic fibers to the 
blood vessels, thus producing a vasoconstriction. 
The same stimuli may further lower the threshold 
for cutaneous reflex activity by their irritating action 
upon the intermediate neurone of the reflex arc. 
This brings about a localized state of hypertonicity 
up to the stage of rigidity of the skeletal muscles 
innervated by the neurones which are included in 
the increased reflex activity. This is known as the 
muscle guarding phenomenon. The constant con- 
traction of these muscles may increase the 
flow of stimuli over the somatic sensory nerves 
and consequently we may find the rigidity of a 
portion of the abdomen still persisting after the 
visceral pain has subsided. The muscle spasm no- 
ticed during the palpation of the abdominal wall 
may be explained on the same basis of lowered 
threshold for reflex activity. 


Finally, we must recognize the fact that the 
threshold for visceral pain interpretations may vary 
considerably in the same individual from time to 
time. This was called to our attention by the work 
of Balint (5) when he pointed out that the thera- 
peutic effect of alkali, in cases of gastric ulcer, 
depended mainly on its effect on the hydrogen-ion 
concentration of the blood and not upon the neu- 
tralization of the acid in the stomach. He offered 
as evidence for this theory the following reasons: 
1. Introduction of acid in relatively high concen- 
tration into the stomach of a gastric ulcer patient 
does not produce pain. 2. Certain patients with 
gastric ulcers have an acidity. 3. Pain is relieved 
by the intravenous injection of alkali as readily as 
if taken by mouth. Kuntz (6) offered as further 
evidence for this theory such therapeutic agents 
which tend to shift the acid-base balance toward the 
basic side, as atropine and Roentgen rays. Hyper- 
ventilation of the lungs, which has a similar effect 
on the acid-base balance, relieves the pain, but 
physical exertion, which shifts the acid-base bal- 
ance toward the acid side, aggravates the pain. 
The effect of the change in hydrogen-ion concen- 
tration of the blood upon the threshold for recogni- 
tion of visceral stimuli is seen in the abdominal 
pain experienced in cases of impending diabetic 
coma and severe toxic states. 

Recent advances in medicine have led workers 
to investigate the use of various types of intra- 
venous medication in disease. The relief of vis- 
ceral pain has been in certain instances interpreted 
as a cure, but we must not lose sight of the fact 
that the relief of pain alone is not sufficient evidence 
to warrant such a conclusion. However, this is 


one of the most important avenues of approach and 
in the years to come we may expect successful 
results along the lines of chemical research in the 
course of the study of body fluids and tissues in 
the presence of disease. 


CONCLUSIONS 


In our interpretation of visceral sensations in the 
abdomen we must consider : 

1, That each individual has his own threshold 
for recognition of these sensations in the level of 
consciousness, 

2. That there is a great variation in individuals 
as to the intensity of the visceral stimulation re- 
quired to reach the level of consciousness. 

3. When the intensity of the visceral stimuli 
reaches a certain level there is produced a hyper- 
excitation of nerve cells in the spinal cord, giving 
rise to such phenomena as referred pain, somatic 
hyperalgesia, cutaneous ischemia and spasticity or 
rigidity of the abdominal wall. 

4. The threshold for visceral pain interpretation 
may vary in the same individual, due to the influence 
of certain constituents of the blood. 

5. The quality of pain alone has little practical 
diagnostic value. It is necessary to consider the 
exact location, time and duration, radiation and 
associated manifestations—but last of all the type 
of patient that is being examined—as well as the 
various factors that may influence the pain de- 
scribed by the patient. 
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829 Carroll Street. 


What Is a Normal Pelvis? 


Herbert Thoms, New Haven, Conn., (Journal A. M. A., 
June 23, 1934), believes that the following four facts 
have a bearing on what constitutes a normal female 
pelvis: 1. The superior strait of the fetal and of the 
infant pelvis in the two sexes is similar. It is round or 
even presents a longer antero-posterior than transverse 
diameter. 2. The adult male pelvis retains much of the 
fetal shape, the pelvic inlet being round with diameters 
of approximately equal length. 3. The adult female 
pelvis of many aboriginal races retains much of the 
fetal conformation in the shape of a round pelvis. 4. In 
white worren i: the United States the incidence of the 
round pelvis and of pelves whose longest diameter of 
the. inlet is the antero-posterior (the so-called anthro- 
poid type) is far greater than has been hitherto sus- 
pected. Because of these facts it appears that possibly 
the material for study, from which the definition of the 
so-called normal pelvis has been derived, has been in- 
sufficient for proper evaluation and that the so-called 
normal or oval pelvis is the result of the influences of 
civilization rather than those of race or sex. The fact 
that aboriginal races have easy labors is well estab- 
lished. If it is true that these women in general possess 
the round type of pelvic inlet it is at once clear that 
the round fetal head fits such a pelvis to far greater 
mechanical advantage than obtains in the “oval” pelvis 
of their civilized sisters. 
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The Present Status of the Cancer Problem as Observed in the Rochester Hospitals 
4. CANCER OF THE COLON EXCLUSIVE OF THE RECTUM 


By CLARENCE V. CosTELLo, M.D., F. A. C. S. 
SURGEON TO THE ROCHESTER GENERAL AND SAINT MARY'S HOSPITAL 


E HAVE selected the cases occurring in our hos- 
pitals during the years 1928 and 1932 (Table I). This 
study gives us an opportunity to compare these cases with 
the five-year interval and we have endeavored to find 


TABLE I 


CANCER OF COLON 

Total Cases: 

1928—All hospitals—19 cases 

1932—-All hospitals—31 cases 

1928 

Genesee 3 
Highland 
General 
Strong Memorial 
St. Mary’s 


Totals 


Location— 
Right Colon 
Transverse Colon 9 cases 
Left Colon 27 cases 

Sex: Female, 30; Male, 20. 

Age: 36, youngest, to 83, eldest. 

Greatest incidence, 55 to 69 years 


14 cases 


whether there has been any change in the results which we 
could attribute to earlier diagnosis; better and more accu- 
rate diagnosis; earlier and more radical treatment, etc. 

We do not attempt to give you a statistical “huddle” 
nor do we wish to give you a long series of minute figures 
regarding the occurrence of symptoms, etc., but we have 
found some interesting facts which I am sure will be of 
value if considered seriously. 

Cancer of the colon can easily be missed or at least its 
existence not seriously considered unless its possibility is 
kept in mind by the examining physician. Any disturbance 
of large bowel function in a middle-aged person should 
put the physician on his guard. In addition, the appearance 
of blood, loss of weight, increasing weakness, or the cardi- 
nal signs of intertinal obstruction, such as increasing con- 
stipation, pain, cramps and colic, distension and gas, cer- 
tainly merit a careful examination and study. X-ray stud- 
ies should be made carefully and repeated if necessary 
to make the diagnosis certain. Exploratory laparotomy may 
be needed in doubtful cases. 

The early cases, if properly treated surgically, hold out 
hope for life and usefulness; the late cases have little to 
look forward to—a colostomy with its discomforts, etc. 

Our 1928 cases were all late cases. The entering diag- 
nosis was cancer of the colon with intestinal obstruction. 
The operative procedure was colostomy: and the ‘finding 


usually an inoperable carcinoma. Furthermore, the ob- 
structions were of long standing and patients were toxic 
and dehydrated. We found also some delay in operating 
for the obstructions. 

In our 1932 series, we find nearly twice as many admis- 
sions. This is significant. Many of the cases show earlier 
and more accurate diagnosis. However, we still find too 
many late obstructed cases which entirely change the pic- 
ture and status of the case. 

We also find that many physicians urge early hospital- 
ization, but for some reason, fear, economic status, etc., 
the patient will “put off’ doing as he is advised until he 
is forced by serious illness to seek hospitalization and sur- 
gical help. 

We also find that the age periods in which colon cancer 
is usually found must influence the patient or his family 
so that there is a tendency to treat elderly persons too 
conservatively. 

We find that cancer of the colon is not a hospital case, 
as a rule, until late and then it presents complications 
which are serious. Again we have to call upon the prac- 
titioner and diagnostician to consider seriously the possi- 
bility of colon cancer in all cases of large bowel disorders 
which are not readily recognized or diagnosed otherwise. 
While it is true that many large bowel complaints are func- 
tional, we must not allow valuable time to pass, waiting 
for symptoms which “yell the diagnosis.” 

Don’t forget to inquire into the “bowel habit” of your 
patient. Bowel habits may be bizarre but nevertheless 
each person has some sort of bowel routine. Some per- 
son’s bowels move every two days and they are apparently 
well; other persons have one, two or three movements each 
day; others require some sort of help, such as diet, min- 
eral oil, suppository, low enema, etc.; still others get good 
bowel action with exercise, games or what-not. _- other 
words, nearly everyone has some sort of “bowel habit” and 
this “bowel habit” is a very important matter when the 
patient notices a “change in the bowel habit.” 

If the physician will try to find out when and how this 
bowel habit changes, he will be in a position to do some 
important investigative work. Again, the patient must co- 
operate with the doctor in making a diagnosis. Too often 
and too readily are they willing to try a diet; to take pills; 
to adopt some fad, etc., for a condition which is slowly but 
surely becoming very serious. 

This study we have made, while not very exhaustive or 
complete, shows us that we are making some progress in 
the recognition and management of this terrible condition. 
We believe the hospital will continue to play a very im- 
portant part in the advancement in the study of cancer. 
The institutions will continue to investigate and interpret 
pathological findings and we clinicians must educate our 
patients to come to us early; to give us the facts in their 

(Concluded on page ) 
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The Passing of Economic Quackery 


HE cures recommended as specifics for the economic 
ills of the medical profession are gradually undergoing 
changes. Doctors of medicine know that there are very 
few specifics. The doctors of medical economics did not 
know this fact, so their remedies were proposed with all 
the dogmatism of the quack or charlatan, sometimes, in- 
deed, with motives that resembled in selfishness those of 
such practitioners. Theré were certain premises under- 
lying all the remedies submitted. The people did not re- 
ceive sufficient medical care because of their inability to 
pay for it. The public did not receive the benefits of ad- 
vancing science in the control of epidemics, in the care 
of patients with contagious diseases, and in the measures 
for preventing sickness or for individual health upbuild- 
ing. Doctors generally had been poorly educated, were 
unaware of the applications of present-day medical science, 
and were limited to the care of people actually sick. Fur- 
thermore, the profession was financially doomed. 
Proponents of the different remedial measures disposed 
of the medical profession in very few words. Doctors 
must humbly take what would be offered to them. If for 
the good of the public or to protect their own existence 
doctors protested, they were informed that they would 
have to submit to conditions worse than their present ones. 
Doctors were reminded that they received their licenses 
to practice from the public, that their position in the social 
plan came from the public, and that “the public knew how 
to secure whatever it wanted.” Voluntary or compulsor 
health insurance, state medicine, socialism pure or defiled, 
group practice, contract work or medical center control 
provided for dictation to the doctor and submission by 
him to the public. It was repeatedly stated, and shown 
in the Workmen’s Compensation Act, that the holders of 
the purse-strings must have final control. As ground for 
the faith in their plans, social groups showed‘ that the 
medical profession could present no opposition of much 
strength. Doctors were poorly organized. Doctors were 
not business-minded. At the meetings of medical societies 
the subject of economics was not discussed, and properly 
trained leaders in financial and social matters were not 
supported or developed. The rise of the cults was cited 
as a glaring example of the impotency of the profession. 


In less than the two decades past, however, changes have 
taken place in the ideas and plans of these social organ- 
izations and individual uplifters. Medical societies have 
given thought and study to economic questions. These 
societies have learned all about the successes and failures 
of the various health insurance schemes of foreign coun- 
tries. They have learned the causes of the failures in 
money wasted, in poor quality of care, and in the slight 
improvement in public health. They have learned of the 
increase in the number of malingers and those with sub- 
jective ills, of the continuance of the dispensaries, of the 
increase in the demands on hospitals and of the impover- 
ishment and political subjection of doctors in many places. 
Most important to the doctor here has been the knowledge 
that the very powerful association of physicians repre- 
sentative of the real profession in all parts of the United 
States is earnestly studying these questions and will add 
its om strength to what will be found in them that 
is good. 


So the modifications in the older economic plans for the 
care of the sick are understandable. Most—not all—of 
these uplifting social groups admit that there is something 
of value in the family physician—that physician in whom 
the patient has confidence—and that free choice by the 
individual of the physician who is to care for him and his 
family must be conceded. The so-called ignorance of the 
ordinary citizen shown in his selection is not so appalling 
as many thought. Many of these groups also concede that 
the medical profession should have absolute control of 
all questions that are strictly medical. Most of the groups 
—not all—feel that doctors know more about the treat- 
ment of disease and care of the health than many laymen 
do, but nearly all still hold that financial matters must be 
under the control of non-medical people. At least one of 
the groups now admits that outside of the clerical staff 
there should be no profit-sharing lay group and that there 
should be no intermediate body between the patient and 
his doctor. All groups now concede that the burden of 
medical care of the underprivileged, whether in hospital 
or home, should not be placed on the medical profession, 
but how much remuneration a doctor should receive for 
his services, how and whence it should come, is still very 
indefinite. General terms have usually been employed. It 
is known that carriers of insurance—as is also illustrated 
by the Workmen’s Compensation Act—believe that doc- 
tors should receive the least possible amount and that any 
scheme of contract, competitive medical bidding, employ- 
ment of nurses, technicians or even licensed practitioners 
that will reduce for the carriers the medical cost, should 
be permissible. The tremendous overhead of health in- 
surance schemes, the cost of magnificent buildings for 
headquarters, and the executive salaries in foreign coun- 
tries show how much money really earned by the doctors 
has been diverted. 

Knowing these things, the Committee on Costs of Medi- 
cal Care placed the possible income of doctors under its 
plan at about $2,500 net per year, while the Milbank Foun- 
dation, the principal support of that committee, now states 
that the income of physicians under compulsory health in- 
surance should be about $7.50 a year per prospective pa- 
tient, or with an average list of 1,000 persons an annual 
income of $7,500. A recently proposed plan of diluted so- 
cialism for the care of all the people of the state would 
place the income of physicians under it at about $3,000 
a year. The elimination of the old phrases and terms, such 
as doctors being “honestly treated,” “fairly remunerated,” 
“adequately recompensed,” “a proper share in the unex- 
pended income,” intermingled with talk about “the charity 
of the profession” and “opportunities for research,” and 
their substitution by definite terms of dollars and patients 
mark a long step in progress. 


At the recent Cleveland meeting of the American Medi- 
cal Association a special committee presented a report 
(J. A. M. A., vol. 102, no. 26, p. 2199) on the Stateméht 
of the Trustees on Sickness Insurance. The report was 
adopted as the expression of the meeting. In it there is 
advanced no special form of sickness insurance, and no 
method for collection of funds or payment to doctors un- 
der insurance. It does express several principles which 
should underlie any such insurance plan. These principles 
can and should be the fundamental part of the program 
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of any of the Association’s constituent State or County 
Societies. The report expresses the opinion to date of or- 
ganized medicine, and with the Bulletin on Sickness Insur- 
ance (A.M.A. Bulletin, April, 1934, vol. 29, no. 4) should 
be of great value to physicians and to those social groups 
striving to bring adequate medical care to the people with- 
out sacrificing the profession or hampering the develop- 
ment of medical science. 





Clinical Conference on Cancer 
(Concluded from page 286) 


histories, which facts we must correlate and study to reach 
an early diagnosis. 

Success depends upon early diagnosis and early treat- 
ment, for “The resources of surgery are rarely successful 
when practised on the dying.” 


Discussion 


Howard L. Prince, M.D., F.A.C.S., Surgeon in Chief, 
Rochester General Hospital, and Consulting Surgeon, 
Strong Memorial Hospital—The main and most important 
thought that this collection of Doctor Costello’s brings 
forth is the necessity for early diagnosis. 

Relatively little is known about early diagnosis of can- 
cer of the large bowel. Certainly the textbook symptoms 
of blood and pus in the stool are not early symptoms. 
Probably the earliest symptom is a change in bowel habits 
in people of cancer age—one might go further and say, in 
people of any age. A change in bowel habits should be 
given real thought in such cases. I have seen several 
people whose chances of early diagnosis were probably 
made nil by the fact that, having always been constipated, 
their bowels began to move daily, in what they con- 
sidered a most desirable way, so that they had no reason 
for anxiety, as they looked at it. Given a change in bowel 
habits, the individual must be investigated with the thought 
of cancer of the large bowel in mind and every available 
means of diagnosis, eliminating this condition, should be 
employed. In making this study it should be realized that 
radiographic diagnosis of cancer of the large bowel is not 
too satisfactory and a case should not be passed up as 
being free from cancer because a radiographic examination 
is negative. Unless the condition is easily remedied, the 
suspicion of cancer must persist and be eliminated only by 
an exploratory operation. 

I believe that the sooner doctors talk to patients about 
being suspicious of cancer, when there are grounds for 
being suspicious, the earlier will it be possible to get them 
to come to exploratory operations. 

The next thought is the old one of why we are so slow 
to recognize intestinal obstruction. The answer probably 
is that human psychology explains it. Intestinal obstruc- 
tion has been, and is, a very fatal condition and it has 
been, and is, fatal because of the lateness of its diagnosis 
and treatment. The reason its diagnosis and treatment are 
delayed is because of the fear of diagnosing intestinal ob- 
struction. Probably all these cases collected have come 
into the hospital in advanced states of intestinal obstruc- 
tion, so that one has to treat successfully a highly fatal 
condition, namely, intestinal obstruction, before one is in 
position to attempt successful treatment of a uniformly 
fatal condition, namely, cancer of the colon. 

The whole study bears out my feelin ng that education di- 
rected to the cure of cancer must, first, be thoroughly 
absorbed by the medical profession before we can hope 
for much from the laity. 


The Urologist’s View of the Acute Abdomen 


(Concluded from page 280) 


muscle spasm just above Poupart’s ligament, but 
even on the right side seldom suggest acute intra- 
abdominal conditions. The rectal examination is 
often negative for pelvic appendix. 

Reactions to instrumentation, especially pyelo- 
grams, occasionally are severe, with tenderness 
along the ureter and over the kidney. There may be 
considerable muscular rigidity. This usually sub- 
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sides in a few hours and as a rule ocurs in nervous 
highly strung individuals. 


In the abdomen, where so many structures are 
crowded close together, a few errors in diagnosis 
are unavoidable, but as experience accumulates and 
methods improve we hope to make fewer and fewer. 

In treating the acute abdomen, if I feel I am deal- 
ing with a renal condition, I prefer the conservative 
methods rather than to rush into operation. But if 
there is a question of the protean acute appendicitis, 
perforated ulcer, or similar lesions, then I regard 
the surgeon who advises early operation as the con- 
servative. However, you will hear about these con- 
ditions from others of this group. 

Every acute abdomen is a puzzle in itself and 
must be spelled out in accordance with the findings. 


National Health Council Proposal Regarding the Pre- 
vention of Congenital Syphilis Through the 
Treatment of Syphilis in Pregnancy 


Proposed as an undertaking of the National Health 
Council in cooperation with the American Medical As- 
sociation, state and county medical societies, specialized 
medical societies, the United States Public Health 
Service, state and local health authorities, and social, 
welfare and health agencies, both national and local. 
Basic Scientific Facts 

1. Congenital syphilis is that type of syphilis which 
is acquired by the child from its mother in the 
prenatal months of life. At least 2 per cent of 
the children of the United States have congenital 
syphilis. 

2. It is well established that congenital syphilis can 
be prevented in 90 per cent to 95 per cent of 
cases by the adequate treatment of syphilitic 
pregnant women. Nearly 10 per cent of women 
attending prenatal clinics have been found to 
have syphilis, and significant percentages of 
women examined in private practice have been 
found to have syphilis. About 85 per cent of 
the pregnancy of untreated syphilitic women end 
in stillbirths, neonatal deaths, or children having 
syphilis. 

3. In order to discover syphilis in pregnancy, rou- 
tine serological tests should be made as a part 
of every prenatal examination. This is the pro- 
cedure which is followed by many obstetricians 
and by all up-to-date prenatal clinics. 

4. The treatment of syphilis as a complication of 
pregnancy offers no insuperable difficulties. The 
main problem is the discovery and treatment of 
the cases sufficiently early in pregnancy to assure 
healthy children as the result of treatment. 

5. In order to discover syphilis early in pregnancy 
two things are necessary. First, that women seek 
medical advice before conception or as early in 
pregnancy as possible; and, second, that every 
physician take a specimen of blood from every 
pregnant woman consulting him and submit it to 
a laboratory for Wassermann, Kahn, or other 
serologic test for syphilis. 

6. But it is desirable to employ a routine blood 
test for syphilis on pregnant women even though 
it be late in pregnancy, for it is advantageous to 
treat pregnant syphilitic women even late in 
pregnancy. Furthermore, the information ob- 
tained in the case of a pregnant syphilitic woman 
is of advantage to the physician in caring for 
the child who may be born syphilitic. 

7. The earlier treatment of congenital syphilis is in- 
stituted the better the results. Hence the child of 
a syphilitic woman should be carefully watched 
early in infancy in order that treatment may be 
initiated as soon as indicated. 
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ASSOCIATED PHYSICIANS 
OF LONG ISLAND 


108th Regular Meeting and 


Dinner at Crescent Country Club 





The Spring Outing of the Associated Physicians of Long 
Island was held at the Crescent Country Club in Hunt- 
ington, L, I., with golf and dinner, and a scientific session 
at Carnegie Institution of Washington in Cold Spring 
Harbor on June 12, ‘ 

Upon assembling at 1:30 in the golf clubhouse, the 
members were greeted by the president, Dr. Thomas B. 
Wood, the past president; Dr. William J. Malcolm, vice- 
president; Dr. Albert L. Voltz, and other officers of the 
association, who made the welcome a real one. A con- 
genial half hour of fellowship was enjoyed around the 
punch, which was amply supplied by the chairman of the 
entertainment committee, Dr. Charles A. Anderson. 

While some members played golf, the majority drove 
their cars along the north shore to Cold Spring Harbor 
to the Carnegie Institution of Washington for a scientific 
session. Dr. Charles B. Davenport, the director of the 
department of genetics, welcomed the association and out- 
lined the growth of the institution. It is a part of a 
huge organization endowed with thirty million dollars 
by Andrew Carnegie. It includes stations for research 
in Washington, Baltimore, Albany, Pasadena, Boston, 
Stanford University and on the Florida Keys. The land 
equipment in Cold Spring Harbor comprises one hundred 
acres on the shore of the harbor and Goose Island. Be- 
sides the main buildings for offices, library, etc., it includes 
houses for animals and pigeons, green houses and barns. 

A tour of inspection with descriptions of the research 
done in the department of genetics, station for experi- 
mental evolution, the eugenics record office and the Long 
Island Biological Institute gave the members the high 
lights of the vast research work being accomplished there. 
Some of the work had particular interest to the medical 
group. Much favorable comment was heard informally 
in regard to the work being undertaken on leukemia and 
on the hormones which affect lactation. Competent mem- 
bers of Dr, Davenport's staff described the work in each 
laboratory as the tour of inspection progressed, and the 
association owes them a debt of gratitude for providing 
such an unusual treat. 

Returning to the Crescent Country Club, the members 
held a short business meeting and admitted the following 
new members: Dr. Irving M. Derby of Brooklyn, Dr 
Adam Eberle of Brooklyn, Dr. William B. Rosecrans of 
Brooklyn, and Dr. Alexander E. Zirpolo of Brooklyn. 
_ A. M. Judd of Amityville was reinstated to member- 
ship. 

Dinner at 6:30 was well attended and was a scene of 
customary conviviality and fellowship. It was a welcome 
sight to see a little larger group from Suffolk County 
than usual. The golfers joined those who chose to spend 
the afternoon in the scientific session and another group 
arrived in time for the dinner. All were rewarded with 
an excellent after-dinner entertainment. Judge Charles 
Stoll of Hicksville, L. I., showed the motion pictures which 
he took when a member of the Stoll-MacCracken Arctic 
Expedition under the auspices of the American Museum 
of Natural History. The biggest thrill among the pictures 
was that of securing gigantic walrus specimens for the 
museum. Judge Stoll also showed his moving pictures 
of big game hunting in the Rocky Mountains. He finally 
introduced his friend, Mr. Ernest Miller, of Montana, 
who showed and described many pictures of the wild 
life in the national parks of the West and interesting 
results of horse breeding. This entertaining evening was 
a complete relaxation after the scientific session and a 
great treat to hear and see, but many wistful faces were 
noted in the audience, probably dreaming of getting away 
trom the telephone to make some kind of an expedition 
to a faraway place just as Judge Stoll did. The mem- 
bers were unanimously grateful to Dr. Charles A. Ander- 


son for planning and securing such fine after-dinner 


speakers. 








Correspondence 








From our Washington Correspondent 
The American Medical Association 


The American Medical Association is to be congratulated 
on the positive results obtained at its last meeting—such a 
contrast to the closing hours of the seventy-third Congress, 
which seems to be so satisfied with its record. Our medical 
representatives through the House of Delegates have 
spoken in no uncertain terms with regard to birth control, 
against which I have fought since the pioneer advocate first 
began to distribute her pamphlets among schoolgirls, who 
early became familiar with sexual matters, even before 
married women took up contraception. We have always 
held that it was a question to be decided by the family 
physician and such is the final opinion of the American 
Medical Association. 

As a resident of Washington, Mrs. Sanger’s attempt to 
make it a national issue was most interesting to me and her 
defeat tickled me immensely. 

Now that the pulpit has taken upon itself to reform poli- 
tics, our own profession is to be congratulated on being a 
close second in striking at the abuses in the Veterans’ Ad- 
ministration and the waste of Government money not only 
on the unworthy, but in admitting to army hospitals civilian 
officials, even Cabinet members, at a dollar a day. Having 
been a legitimate patient in the Walter Reed Hospital for 
several months, I can testify to this fact. 

Appearing before a joint committee of the Senate and 
House, I pleaded for justice, when it was proposed to elim- 
inate the Retired Emergency Officers’ Corps (six thousand 
strong), because a few members of our own profession 
were allowed to draw pensions while holding Government 
positions—in the Veterans’ Bureau—at comfortable salaries 
of from $2,000 to $5,000 (!). In fact, the present Congress 
has abolished the R. E. O. C., but I have not heard that all 
the offending doctors have been obliged to give up their 
fat jobs at this time when honest physicians are so hard hit 
by financial losses. 


All honor to the American Medical Association. More 
power to it. 
zs & & 
Tenth Clinical Congress of the Connecticut State 


Medical Society 
New Haven, September 18, 19, 20, 1934 

A number of important changes have been made this 
year in general arrangements for the Clinical Congress. 

The Registration Fee has been reduced to $2.00. 
Lunches are not included but will be available at a low 
cost. 

The evening dinner meetings have been omitted and the 
scientific program will be continued into the evenings of 
the first two days of the Congress, 

A social hour to begin at 4:30 on each of the three days 
of the Congress has been arranged. County secretaries 
will serve as hosts to introduce members of the Congress 
to speakers and others whom they wish to meet. 

Afternoon sessions each day will be devoted to demon- 
strations and round table discussions on the subjects that 
have been presented at the morning sessions. 

Free parking of automobiles for members of the Con- 
gress will be available near the meeting place. Continuous 
telephone service will be maintained so that members can 
be reached at any time by calling New Haven 5-1161, Clini- 
cal Congress extension—Creighton Barker, M. D., Chair- 
man of the Committee on Publicity and Registration, 129 
Whitney Avenue, New Haven, Conn. 








Every general practitioner should read Rowe's Food 
Allergy. It contains matters of vital interest. Rowe’s 
elimination diets will solve many mysteries. 
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Contemporary Progress 


Editorial Sponsors 


Ma.rorp W. THEWLIs, Wakefield, R. I. ........ Medicine 
CuHar.es H. Goopricn, Brooklyn, a Surgery 
Ouiver L. STRINGFIELD, Stamford, Connecticut . .Pediatrics 
Victor Cox PeperseN, New York, N. Y. .......- Urology 
Harvey B. MATTHEWS, Brooklyn, N. Y. 
Obstetrics-Gynecology 
Haroip Hays, New York, N. Y. Nose and Throat—Otology 


r 


WALTER CLARKE, New York, N. Y. 
Public Health including Industrial Medicine and Social 
Hygiene 
Physical Therapy 
Ophthalmology 
Neurology 





Neurology 


Encephalography Under Nitrous Oxide Anesthesia 


R. W. Waggoner and H. E. Hilmer (American Journal 
of Roentgenology, 31:784-786, June, 1934) note that the 
chief objection to encephalography is the reaction the pa- 
tient experiences during and after the procedure. The au- 
thors have used nitrous oxide, anesthetizing the patient 
before the removal of the cerebrospinal fluid and the in- 
jection of air. The anesthetic is discontinued when no 
more fluid can be obtained. In this way the patient is 
spared the headache and other subjective symptoms that 
accompany the removal of the fluid, the neck muscles are 
relaxed and the head can be freely moved in all direc- 
tions. If the operation must be interrupted for any rea- 
son, the gas can be discontinwed, and the patient reacts 
in a few minutes; this gives nitrous oxide a definite ad- 
vantage over ether or other deep anesthesia in case of 
emergency. When the anesthetic is discontinued in the 
usual routine, the patient reacts as a rule within five min- 
utes, but his sensorium is sufficiently depressed to prevent 
any serious discomfort, and he is able to give sufficient 
cooperation during the taking of the film. The use of the 
nitrous oxide anesthetic also appears to diminish the post- 
encephalographic reaction. A study of pulse, blood pres- 
sure and respiration in a R. 3. of cases showed that the 
anesthetic had no unfavorable influence, and in some cases 
had a favorable effect in maintaining the pulse. The in- 
crease in initial intracranial pressure resulting from its use 
did not cause any complications. The age of patients ex- 
amined by this method ranged from two to fifty-six years. 
The method has not been used in cases with choked disc 
or suspected posterior fossa tumors, but in 2 cases w.h 
frontal and temporal tumors the lesion was clearly local- 
ized, and the patients were free from headache in less 
than forty-eight hours after the enceyhalography. 


Brain Trauma; Histopathology During the Early 
Stages 


N. W. Winkelman and J. L. Eckel (Archives of Neurol- 
ogy and Psychiatry, 31 :956-983, May, 1934) report a study 
of pathological changes in the brain in 7 persons dying 
within a few days after severe head trauma. In one case 
a definite pathological process was present in the brain 
not the result of trauma (chronic syphilitic meningitis), 
but which might have become more active following trau- 
ma. The most common gross lesion produced by trauma 
was found to be sitbarachnoid hemorrhages; large and 
small hemorrhages within the brain substance were com- 
paratively common. The onset of edema shortly after 
injury increases the injury to the brain. In the series 
studied there was one case in which death occurred three 
days after the injury and in which there were multiple 
areas of softening throughout the cerebral cortex. The 
development of pial-cortical adhesions was traced, result~ 
ing from subarachnoid hemorrhage and secondary reac- 
tion. The authors conclude that the evidence is sufficient 
to show that organic changes occur in the brain in cases 
of severe head trauma, especially those in which uncon- 
sciousness has been prolonged; and that these changes are 
sufficient to explain the symptom complex often charac- 


‘tissues; 


terized as traumatic neurosis, observed ir. persons who 


survive such injuries. 


Relationship of Migraine, Epilepsy and Some Other 


N Pi deme tig Disorders 


A. Paskind (Archives of Neurology and Psychiatry 
32: Mb. 50, July, 1934) notes that some neurologists have 
claimed a special relationship between epilepsy and mi- 
graine. He has made a special study of the incidence of 
migraine in the personal and family history in 3,226 pa- 
tients, 331 of whom had no neurological or psychiatric 
disorder ; 783 liad epilepsy; the remainder some other 
neuro- psychiatric disorder, including 890 with psychas- 
thenia, and 342 with trigeminal neuralgia. In the cases 
with no neuro-psychiatric disorder, there was a history of 
migraine in the family in 14.4 per cent., in a parent in 10.2 
per cent., and in the patient in 3.3 per cent. In the cases 
of epilepsy, the incidence of migraine in the family and 
personal history was considerably higher—35.2 per cent. 
in the family, 30.8 per cent. in a parent, and 8.4 per cent. 
in the patient. But in the other neuro-psychiatric dis- 
orders studied the incidence of migraine in the family and 
in the patient was as high or higher than in the cases of 
epilepsy. These findings indicate, in the author’s opinion, 
that there is no special relationship between epilepsy and 
migraine; and that in the neurologic conditions studied the 
high incidence of migraine as compared with the controls 
is evidence of a familiar neuropathic trend. 


Epidemic Encephalitis: The St. Louis Epidemic 


A. Weil (Archives of Neurology and Psychiatry, 
31:1139-1152, June, 1934) noted that the outbreak of epi- 
demic encephalitis in St. Louis in the summer of 1933 at- 
tracted considerable attention because in many aspects it 
differed from other epidemics. The clinical picture dif- 
fered from that described by Economo in 1916 and 1917; 
at the onset intense restlessness was a prominent symptom, 
and somnolence did not develop until later in the course 
of the disease; oculomotor paralysis did not occur. In 
cases that recovered, recovery was rapid, and recent re- 
ports indicate that there have been no _post-encephalitic 
sequelae. While it is trve that this clinical picture differs 
from that first described by Economo, it corresponds quite 
closely with one of the types of epidemic encephalitis de- 
scribed later by him as the “hyperkinetic type.” The au- 
thor reports in detail pathological studies of the brain of 
8 patients dying in this epidemic. The characteristic 
changes observed in these cases consisted of perivascular 
infiltration by small round cells and a few plasma cells 
and the formation of isolated’ foci of proliferated glia 
The gray masses of the brain stem, especially in the thala- 
mencephalon and midbrain, were most markedly involved, 
but the white matter was also involved to some extent 
This histological picture shows the same essential features 
as described in other American epidemics. In the cases 
studied, the roots of the cranial nerves (three to twelve) 
did not show any inflammation. In each case small cocci 
in the form of diplococci or chains were found free in the 
this may be explained as agonal or postmortem 
infection. In 3 cases, the small cocci were found within 
glial foci or as thrombi in blood vessels surrounded by 2 
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necrotic area and inflammation, which can be explained 
only as an intravitam infection. The true etiological sig- 
nificance of these organisms can be determined only by 
carefully controlled animal experiments. 


Indications For Treatment in Neurosyphilis 


H. Weigel of the Psychiatric and Neurological Clinic 
of the University of Leipzig (Monatsschrift fiir Psychiatrie 
und Neurologie, 89:46-53, June, 1934) emphasizes the im- 
portance of the examination of the cerebrospinal fluid for 
three or four years after the initial infection in every 
case of syphilis, if the development of neuro-syphilis is 
to be prevented or checked. In the examination of the 
spinal fluid, not merely a positive Wassermann or positive 
colloidal reaction is to be considered of importance, but 
also an increase in the cell count and in albumin, as the 
latter are the first to develop with any beginning involve- 
ment of the central nervous system. In cases of syphilis 
that have been adequately treated and show a negative 
blood Wassermann, the cerebrospinal fluid should be ex- 
amined at three-months intervals for at least three years; 
if it remains normal, no further treatment is necessary. 
lf the cerebrospinal fluid becomes positive, intensive 
specific treatment should be given; if it does not return 
to normal or if neurological symptoms develop, some form 
of fever treatment should also be used. In cases not ade- 
quately treated in the early stages with positive blood Was- 
sermann, another course of specific treatment should be 
given even if the spinal fluid is negative. If the patient 
is not examined until more than three years after the initial 
infection, the spinal fluid should always be examined 
whether the blood Wassermann is positive or not. If the 
fluid shows any positive reaction, some form of fever 
treatment followed by specific treatment should be given; 
in cases never treated adequately, malarial treatment is the 
method of choice. In cases with symptoms of cerebro- 
spinal syphilis, various methods of producing fever may be 
used; but in paresis the author believes malarial treatment 
is the method of choice. This should be followed by neo- 
salvarsan. In tabes, the author believes, the value of ma- 
larial treatment is doubtful; some milder form of fever 
treatment (non-specific protein injections, etc.) is prefer- 
able; if the spinal fluid is strongly positive this should 
be followed by neosalvarsan. In cases of tabes with nor- 
mal spinal fluid, any form of specific therapy is to be 
avoided, and only symptomatic treatment is indicated. 


Physical Therapy 


Balneotherapy in Circulatory Disorders 


W. S. McClellan of the Medical Department of the Sara- 
toga Springs (N. Y.) State Reservation (Archives of Phy- 
sical Therapy, 15 :366-368, June, 1934) discusses the treat- 
ment of circulatory disorders by carbonated baths as car- 
ried out at Saratoga. The natural carbonated mineral 
water used contains approximately one per cent. of saline 
constituents, chiefly chlorides of sodium and potassium and 
bicarbonates of sodium, calcium, magnesium and iron; 
and is supersaturated with carbon dioxide. The water at 
the source contains approximately 2.5 gm. carbon dioxide 
per liter; and as prepared for the bath, at a temperature 
of 90° to 95° F., from 1.3 to 1.4 gm. per liter. The tem- 
perature of the bath at first is regulated to 92° to 95° F., 
and at the end of the treatment may be lowered to 88° F. 
or even 2 to 3 degrees lower. The duration of the bath 
is gradually increased from eight to fifteen minutes: The 
amount of gas may be reduced in beginning treatments, 
and is usually reduced in patients with myocardial weak- 
ness or general arteriosclerosis, and later increased. Pa- 
tients who have difficulty in breathing when lying down 
may be kept in a semi-setting position in the tub with 
the shoulders and upper part of the chest out of the water. 
Baths are usually given four to five times a week for 
about four weeks; each bath is followed by a rest period 
of one-half to one hour; and sometimes by an additional 
hour's rest in the patient’s room. Careful regulation of 
the diet and the general regimen is also carried out. In 
88 cases of circulatory disorders treated by this method 
there was usually a slight decrease in pulse rate; regula- 
tion of the blood pressure, which tended to return to nor- 
mal, whether high or low; relief from anginal pain lasting 
lor several months in some cases; and improved func- 
tion as indicated by increased vital capacity, improved ex- 
crcise tolerance, and decrease in dyspnea and cyanosis. The 


roentgenograms taken before and after the course of bath 
treatments showed a definite reduction in the size of the 
heart in some cases. On the basis of the results obtained, 
the author concludes that treatment with carbonated baths 
is indicated in moderate myocardial weakness, con- 
valescence from rheumatic endocarditis, angina pectoris, 
arteriosclerosis, coronary thrombosis (six to twelve months 
after the acute attack), variations in blood pressure, and 
neuroses with circulatory symptoms. It is not indicated 
with acute or severe decompensation. 


COMMENT 
The effects of carbonated, saline and carbon dioxide nat- 


ural baths as prescribed and given at Saratoga Springs for 
the relief of disorders are highly commended. This form 


of hydrotherapy should be used much more for the types 
of cases that have been reported materially benefited. 
i 


Radiation Therapy in Superficial Inflammatory 
Diseases 

A. B. Friedman (American Journal of Surgery, 25:107- 
112, July 1934) reports 1,018 cases of superficial infections 
of various types treated with small doses of the Roentgen 
rays at the Kings County Hospital, Brooklyn, N. Y. The 
radiation technique employed was 135 peak kilovolts at 4 
ma. with 3 mm. aluminum filter and 30 cm. focal skin dis- 
tance; the dose given was 125 to 350 r. units to each area, 
usually 350 r. The treatment was used with most satis- 
factory results in lymphadenitis, cellulitis, carbuncle, fu- 
runculosis, and acne. The cases of lymphadenitis treated 
occurred mostly in children and involved the cervical and 
submaxillary glands; if treated before suppuration de- 
veloped, a single dose of the x-rays was usually suff- 
cient to relieve pain and reduce the size of the gland. The 
results obtained in cellulitis were very favorable; the local 
lesion healed rapidly and general toxic symptoms were 
much relieved. In cases of carbuncle, pain was relieved 
and spontaneous healing took place if no liquefaction was 
present at the time of tke first treatment. Results were 
not obtained so rapidly in advanced cases or in aged or 
debilitated patients, but even in these cases, the course of 
the disease is definitely shortened. In furunculosis, single 
or multiple lesions healed well under x-ray treatment if 
treated early, and if treated later, healing was definitely 
hastened. Early active cases of acne were greatly bene- 
fited by the irradiation. Less satisfactory results were ob- 
tained in erysipelas, but most of the cases treated were 
highly toxic; even in these cases the x-rays checked the 
spread of the local lesion. Cases of chronic osteomyelitis 
were not benefited. The author concludes that x-ray 
therapy in superficial infections is “highly beneficial” in 
most instances, curative in early cases, and shortens the 
clinical course in more advanced cases. The dosage neces- 
sary is small and without danger. There should be close 
cooperation between the surgeon and the radiologist to 
ensure the proper surgical treatment where it is necessary. 


COMMENT 


The cases should be carefully selected before administer- 
ing Roentgen rays for superficial inflammatory lesions and 
treatment should be individualised according to exis.ing 
hathology. The report of the large number of cases treat- 
ed is impressive but not convincing from a clinical point 
of view. 

C.R. B. 
Physical Therapy in Nasal Accessory Sinus Disease 

F. L. Follweiler (Archives of Physical Therapy, 15:222- 
226, April, 1934) has found the use of radiant heat or 
infra-red radiation and medical diathermy of most value 
in the treatment of acute and sub-acute sinusitis. The 
radiant heat or infra-red radiation is applied to the entire 
face and head for from twenty to thirty minutes; treat- 
ment may be repeated at two to three hour intervals. This 
treatment tends to relieve congestion and pain and pro- 
motes drainage. Diathermy applied directly over a sinus 
is decongestive and also has analgesic properties. It 
should be used with caution, and is perhaps most valuable 
after the acute symptoms have somewhat subsided, i.¢., in 
the sub-acute stage. In some cases ultra-violet light may 
be applied intranasally, chiefly to clear up the infection in 
the nasal cavity that is ageravating or is aggravated by 
the sinus condition. Diathermy, radiant heat, and ultra- 
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violet radiation are all of value in chronic sinus conditions, 
but in chronic cases surgical measures to provide drainage 
and aeration are often necessary before these methods of 
physical therapy can be fully effective. Zinc ionization is 
of value in certain cases in promoting healing of the an- 
trum, frontal and sphenoid sinuses after they have been 
surgically drained. In the treatment of acute rhinitis 
(the common cold) which is the forerunner of many cases 
of sinusitis, the author suggests the value of general body 
ultra-violet irradiation to improve the general physical 
condition. 


COMMENT 


The several physical modalities mentioned have without 
question been used successfully in the treatment of sinus 
disease. These agents must be employed in proper sequence 
with accurate technique of application according to extst- 
ing pathologies to achieve best results. 

c. &. 2, 


Ultra-Violet Treatment in Chronic Otitis Media 


A. J. Weinstein and R. A. Bendove (Archives of Physi- 
cal Therapy, 15:419-42, July, 1934) report the treatment of 
42 cases of chronic otitis media with ultra-violet irradia- 
tion. Of these cases, 25 had active pulmonary tubercu- 
losis; only 2 of these 25 showed tubercle bacilli in the 
aural discharge; and some of the patients of the non- 
tuberculous group exhibited the same type of otitis as the 
tuberculous group. Clinically chronic tuberculous otitis 
media is characterized by an insidious and usually pain- 
less onset, profuse intermittent creamy discharge, at times 
fetid and bloody in character, and rapid impairment of 
hearing. On this basis the diagnosis of clinical tuber- 
culous otitis media was made in 12 cases of this series, 5 
of whom had no pulmonary tuberculosis. Local ultra- 
violet treatment gave good results in 10 of these cases; 
the ear discharge ceased and reactive granulation tissue 
developed with closure of the drum, but functional restora- 
tion did not occur as a rule. In 2 cases, in which ear dis- 
charge had been present since childhood, the treatment 
had no effect. The cases that did not show the clinical 
characteristics of tuberculous otitis responded more 
slowly to the ultra-violet treatment than the typical tuber- 
culous otitis, but all eventually showed marked anatomic 
improvement with cessation of discharge. In the cases 
in which there was no pulmonary tuberculosis, general 
body ultra-violet irradiation was given as well as the local 
irradiation. In cases with deep foci of infection, these 
were removed surgically before the ultra-violet treat- 
ments were begun. In these cases, the time of exposure 
to the ultra-violet rays was increased gradually, avoiding 
too intensive radiation; the intervals between treatments 
varied from two to five days; the duration of treatment 
also varied, according to the individual case, from one to 
several months. 


COMMENT 


This report further confirms the fact that ultraviolet ir- 
radiations have a profound healing effect locally and a 
tonic effect generally upon the body, particularly in tuber- 
culosis patients. 

Ck. 2. 


The Production of Local Heat in Body Tissues 


F. W. Bishop (Physiotherapy Review, 14:78-80, May- 
June, 1934) describes an apparatus for the production of 
local heat in body tissues by means of high frequency 


fields. The machine used is a high frequency vacuum 
tube oscillator, operating at a frequency of about 10,000 
kilocycles; the output of this machine is led to two insu- 
lated plates between which the part of the body to be 
treated is placed. Because of the length of the arms lead- 
ing to these treatment plates and the flexibility of their 
adjustment (arms jointed and extensible), patients may 
be treated while lying in bed. The plates are adjusted 
to each side of the part to be treated, with a space of 2 
to 4 cm. between the skin and the plates. The condition 
of the skin can be easily observed, and any injury to it 
avoided. This machine has all the advantages of the 
usual diathermy machine for deep heating; the technique 
of its use is simple; and the difficulties in applying and 
securing good contact at any site incident to the use of 
the contact electrodes are avoided. 


COMMENT 


This article is interesting and the method appears to have 
several advantages but appears to be just a “try out” with 
out details of clinical significance. The fact that deep heat- 
ing is produced and that the apparatus has the advantages 
of the usuul diathermy machines is not enough to endorse 
its usage. 

C. R. B. 


Public Health, Industrial Medicine 
and Social Hygiene 


Human Intestinal Protozoan Parasites in Philadelphia 


H. C. Hinshaw and E. N. Showers (American Journal 
of Medical Sciences, 188 :108-116, July, 1934) report a sur- 
vey of the incidence of intestinal protozoan parasites in 
Philadelphia, because relatively little information is avail 
able in regard to intestinal protozoan infestation in the 
cities of the temperate climates. It is well recognized that 
such infestations are frequent in the southern United 
States and in warmer climates throughout the world as 
well as in individuals living in large groups such as armics 
or institutions. Stool specimens (585) were examined from 
368 persons, including unselected patients admitted to the 
wards of the Medical Clinic of the University of Pennsy]- 
vania Hospital, and other patients in whom _ intestinal 
disease was suspected, especially outpatients. -—Endameba 
histolytica was found in 4 of the 368 patients (1.1 per cent) 
studied; only one of these had symptoms of amebic dy- 
sentery ; Endameda coli was found in 18 patients (4.9 per 
cent.) ; Endolimax nana in 64 (17.4 per cent.) Endameba 
tenuis was found in 26 (7 per cent.). There were 3 cases 
in which specific differentiation could not be definitely 
made between E. histolytica and E. coli, but the authors 
are of the opinion that in all these cases, the parasite was 
E. histolytica. These findings, the authors conclude, em- 
phasize the importance of amebic infestation in Philadel- 
phia and other cities in temperate climates. There are 
continually present in such cities a sufficient number of 
infested individuals to serve as “points of dissemination” 
for epidemics of amebic dystentery and of chronic amebia- 
sis. Water supplies and food handling must be so con- 
trolled that the destruction of the amebic cysts is assured, 
these cysts being more resistant than pathogenic bacteria. 


Sericite in Foundry Dust 


C. S. Hurlbut, Jr., and D. S. Beyer (Journal of Indus- 
trial Hygiene, 16:169-176, May, 1934) report the study of 
dusts in two foundries carrying out similar operations. In 
one foundry the dust was extremely high in sericite, in 
the other it contained only a moderate amount. In the 
first foundry, a high incidence of silicosis had been 
recorded in the last few years, although the dust counts 
were lower and general conditions more favorable than 
in the second foundry; in the latter, however, the in- 
cidence of silicosis was low. The difference in the two 
dusts was found to be due to the molding sand used; 75 
per cent. of the particles in the sand used in the first 
foundry was sericite (all of respirable size). The high 
incidence of silicosis in this foundry tends to support tne 
theory recently advanced by W. R. Jones (Journal ot 
Hygiene {London}, 33 :307, 1933) that the fibrous minerals, 
especially sericite, in industrial dusts rather than the free 
silica are the chief cause of silicosis. Sericite is a hydrous 
silicate of aluminum and potassium, and is readily broken 
up into minute particles by industrial operations such as 
crushing and drilling. 


The Diagnosis of Silicosis 


A. R. Smith of the Division of Industrial Hygiene, New 
York State Department of Labor (Jndustrial Medicine, 
3:277, May, 1934) reports that in a study of silicosis 
among rock drillers in the vicinity of New York City it 
was found that 25 per cent. of those who showed unmis- 
takable x-ray evidence of silicosis had no symptoms. In 
a recent study of granite workers in the same locality 6 
out of 17 men with advanced silicosis, as shown by the 
x-ray, had no symptoms. Physical examination also does 
not give a reliable indication of the presence or extent of 
silicosis. The chest expansion in workers in these groups 
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was limited in a considerable percentage of those with- 
out silicosis, as well as in those with silicosis; while in 
25 per cent, of men with advanced silicosis, as shown by the 
x-ray, lung signs, such as resonance and breath sounds, 
were apparently normal; vital capacity determinations may 
also be misleading, as among the granite cutters 4 men 
with advanced silicosis had vital capacities more than 92 
per cent, normal, calculated on the basis of height. Similar 
findings, the author notes, have been reported by others in 
studies of industrial silicosis. Where large groups of 
workers are being examined for silicosis, the author con- 
cludes, clinical symptoms, of course, are significant if 
found; but physical examination is “somewhat of a 
luxury.” The best method of diagnosis is a good roent- 
genogram combined with the occupational history. 


Pollution Indices of Natural Bathing Places 


W. L. Mallmann and A. Syphien (American Journal of 
Public Health, 24 681-688, July, 1934) note that the indices 
of pollution of natural bathing places have been determined 
on the Great Lakes and ocean beaches primarily to mea- 
sure the sewage pollution of such bathing places, and not 
pollution due to the presence of large numbers of bathers 
(“heavy bathing loads”). They made a study of water 
pollution at a small bathing beach that has a heavy patron- 
age on a lake near East Lansing, Michigan, which is free 
from sewage pollution. It was found that the most repre- 
sentative samples of the bathing beach water were ob- 
tained at the end of the bathing dock in 5ft. of water. 
The colon indices and the total count at 37° C. did not 
differ from those obtained at other points in the lake that 
were free from bathing pollution; they did not always 
vary with changes in the bathing load. The streptococcus 
index, on the other hand, fluctuated with the bathing load; 
streptococci were not found at other points free from 
bathing pollution. The streptococci disappeared over night ; 
the colon index and total count generally, but not invaria- 
bly, became lower over night. Conditions on such limited 
bathing beaches, the authors conclude, are similar to those 
in outdoor and indoor swimming pools; and some means 
of controlling the number of bathers using such beaches 
at any one time (the bathing load) appears essential. 


Venereal Disease in San Francisco 


T. Clark and L. J. Usilton (California and Western 
Medicine, 40:346-351, May, 1934) report a survey of the 
prevalence of venereal disease in San Francisco based upon 
reports from 1,649 “sources of treatment,” 83 per cent. of 
which were physicians. The public clinics had less than 
34 per cent. of the total number of cases under treatment. 
On the basis of the findings in this survey, the venereal 
disease rate in San Francisco is 11.2 per 1,000 population, 
the rate for syphilis 6.2, and that for gonorrhea 5.0. Among 
the white population the proportionate number of syphilit- 
ics under treatment exceeds that of the Chinese, Japanese 
and Mexicans; the svphilis rate is especially low for males 
of these races, although it is higher for the females than 
for white females. The gonorrhea rate is somewhat higher 
for these other races than for the white race. An esti- 
mate based on the number of cases of early syphilis and 
acute gonorrhea under treatment indicates that 17,000 fresh 
infections occur annually in the city, with an incidence 
rate for syphilis of 10.7 and for gonorrhea of 16.3 per 
1,000 population. This estimated incidence rate of fresh 
infections compares favorably with similar rates for other 
cities, being somewhat higher than for other large cities, 
but lower than for smaller cities. 


Practical Method for Public Health Laboratory 
Diagnosis of Syphilis 


H. E. McDaniels (American Journal of Public Health, 
40 :452-455, May, 1934) notes that the early—“pre-Wasser- 
mann”—diagnosis of syphilis is important not only to se- 
cure early and adequate treatment for the patient, but also, 
from the public health point of view, to ensure early and 
efficient control. Based on the findings of Mahoney and 
Brent that recognizable treponema persist in collected 
specimens for four or five days, an outfit has been devised 
that can be sent by mail, so that physicians living at a 
distance from any public health laboratory can send serum 
trom suspicious lesions to the State laboratory for exam- 
ination. This outfit contains capillary tubes into which the 


serum is collected; and a paraffin-vaseline mixture; the 
tubes, when filled, are gently pressed beneath the surface 
of this mixture, which seals both ends of the tubes and 
also protects them in transit. The specimens thus col- 
lected are examined on a dark-field slide at the laboratory. 
In the examination of specimens from 115 cases of known 
primary syphilis collected and forwarded to the laboratory 
by this method, 104 or 90 per cent. were positive; most 
of the specimens were examined one to three days after 
collection; but one of the positive specimens was five days 
old, while a six day’s specimen was negative. In the rou- 
tine use of this “delayed dark-field test,” it must be re- 
membered that a negative result does not exclude syphilis. 
All negative cases must be retested. 


COMMENT 


It is important to remember in reading the two articles 
above that studies such as that conducted in San Francisco 
do not determine the “prevalence” of syphilis or gonorrhea 
but only the number of cases under treatment at a certain 
time and the “incidence” rate is only the number of fresh 
cases coming for treatment in a year. Other studies where 
actual prevalence of syphilis has been estimated as ac- 
curately as possible indicate that only about one case in 
ten is under treatment at a given time, and a smaller pro- 
portion still of cases of gonorrhea are under medical care 

The greatest immediate need in our effort to combat 
syphilis is to bring*the many neglected cases of this tn- 
fectious disease under competent medical care. It ts ad- 
vantageous to the public health, the patient and the phy- 
sician that diagnosis be made as early as possible. As 
pointed out by McDaniels in the article on “Practical 
Method for Public Health Laboratory Diagnosis of Sy- 
philis” the earliest diagnosis is made by means of the dark- 
field microscope. Every public health laboratory should 
provide this facility and every physician should know and 
use it. A very large number of cases of syphilis would 
have the advantages of early diagnosis if every genital sore 
were examined by means of the dark-field microscope. The 
“missed cases” in the average physician's practice would 
be fewer. 

W. C. 


Ophthalmology 
Gonorrheal Ophthalmia 


, i (American Journal of Ophthalmology, 
17 :591-597, July, 1934) presents a study of 189 cases of 
gonorrheal ophthalmia, treated at the Massachusetts Eye 


Farrell 


and Ear Infirmary (Boston) from 1916 to 1931. The 
treatment for the most part consisted in boric acid (3 
per cent.) irrigations followed by instillation of argyrol 
(20 per cent.) and boric acid ointment. Of the 135 pa- 
tients with involvement of only one eye on admission, only 
8, or 5.92 per cent., developed infection in the other eye. 
Only 16 patients lost an eye by enucleation or evisceration 
A special study of these cases was made to determine 
whether or not recovery from the eye condition was more 
rapid and with fewer complications in those patients who 
had a gonorrheal genital infection than in those who did 
not. There were 109 of the. series with a venereal infec- 
tion. The average period of hospitalization for the en- 
tire series was 28.41 days; for those with venereal infec- 
tion 29.42 days; and for those without 27.41 days. Of 
the 116 patients who recovered with excellent vision, 67 
or 57.76 per cent. had a venereal infection. Of 25 patients 
who recovered with very poor vision, 12 or 48 per cent. 
had venereal infection. Of the 16 patients who lost an 
eye, 12 or 75 per cent. had a genital infection. The au- 
thor concludes that the prognosis of gonorrheal ophthalmia 
cannot be judged from the presence or absence of a 
gonorrheal genital infection. He notes that 15 patients in 
this series were given foreign protein injections, but the 
results were not encouraging. 


COMMENT 


In spite of the dirty fingers and the personal careless- 
ness evident in every large venereal clinic, gonorrheal oph- 
thaimia is a pretty rare condition, this great eye hospital 
averaging only a dozen cases per year over fifteen years. 
This has been explained on the theory that the genital 
infection builds up an immunity which protects the eye, and 
that the ophthalmia in non-venereal patients who lack this 
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immunity should be more acute and disastrous in its re- 
sults. This statistical study seems to dispose of this 


theory. 
E. M. A. 


Importance of Cephalalgia in Ocular Diseases 


B. L. Gordon (Archives of Ophthalmology, 11:769-796, 
May, 1934) presents a study of headache of ocular origin 
based on a review of the literature and on the study of 
1,339 patients treated during a period of several years. 
From this study he concludes that ocular headache is situ- 
ated in the cranial muscles and is due to an abnormal 
neuro-muscular condition in the eye, the severity of the 
headache depending on the degree of functional abnor- 
mality of the ocular nerves. The most trifling defects of 
the ocular muscles may cause severe headache in persons 
whose ocular nerve supply is at fault. Patients with ocu- 
lar headaches usually have good vision; the most severe 
headaches occur with low errors of retraction and fixation. 
Ocular headache is rare where vision is restricted to one 
eye, also in extremely cross- eyed subjects; in those with 
greatly impaired vision; and in those with inflammatory 
diseases of the eye. About 70 per cent. of persons who 
require refraction, and about 60 per cent. of persons with 
ocular conditions, have cranial pain. About 60 per cent. 
of cases of ocular headache are hereditary, the anatomic 
peculiarities responsible for the asthenopia being inherited. 
About 80 per cent. of all ocular headaches are caused by 
ametropia; and 20 per cent. by muscular anomalies. Care- 
ful refraction will relieve the headache in 90 per cent. of 
cases, but relief is not always immediate. Owing to the 
better care given the eyes of children and the improved 
methods of modern ophthalmology, both the frequency and 
the severity of ocular headache are decreasing. Ocular 
headache is of diagnostic value in cases in which vision is 
normal, there are no inflammatory symptoms, and the eye 
is not suspected of any abnormalities; in such cases the 
headache is the first indication of the existence of as- 
thenopia. 


COMMENT 


An ocular cause must be excluded in most chronic head- 
aches, and especially in those that are worse in the after- 
noon, and on week days, and are aggravated by near work 
and relieved by rest. The headaches met with in many 
debilitating organic diseases are also ocular in so far as 
they result from the over-stimulation of ill nourished eye 
muscles and nerves. Prompt relief can often be given while 
the underlying organic conditions are being worked out 
and corrected. 

E. M. A. 


Muscle Training in Functional Convergence 
Insufficiencies 


L. F. Appleman (Archives of Ophthalmology, 11 :950-955, 
June, 1934) notes that in the treatment of asthenopia there 
are three major factors to consider: (1) The refractive 
error, correction of which can usually be made by exam- 
ination under a cycloplegic; (2) muscle imbalance, par- 
ticularly hyperphoria, correction for which should be in- 
corporated in the lenses; (3) deficiency in convergence 
power. The latter causes a variety of symptoms when 
the eyes are used for a long period for close work, even 
though the other factors are properly corrected. This 
deficiency of convergence power can be overcome only by 
training the muscles concerned. For this procedure the 
patient is instructed in exercises for these muscles to be 
done regularly for five minutes morning and evening for 
several weeks. Prisms, bases out, are provided in a sep- 
arate frame for use over the regular glasses at home; 
the patient is directed to look at a candle flame 20 feet 
(6 meters) distant; to lower the prisms before the eyes, 
which will produce a double image that should fuse into 
one almost instantly; as soon as this occurs, the frame 
holding the prisms is raised; when the eyes have read- 
justed the maneuver is repeated as often as possible for 
the five minute period. At first prisms of a low degree 
of strength are used, 1 to 2°; the strength of the prisms 
is increased every week if possible up to 20°. If any 
week’s exercises cannot be done without tire, the strength 
of the prisms is not increased until another week has 


elapsed. After the patient is able to use prisms of 1” 
without tire, progress is usually more satisfactory and ‘he 
patient greatly” encouraged by the results. The author has 
rarely found it necessary to repeat the exercises, and if 
so, only after a long interval. 


COMMENT 


Convergence insufficiency is seldom due to weakness of 
the muscles themselves, but rather to the failure of nerv- 
ous stimulation behind ‘them. It is often temporary, under 
conditions of allness, toxemia, and accommodative over- 
strain from too long and too close work. Until these are 
corrected prism exercises only add to the load. In pa- 
tients with sharp vision in each eye, and a normal fusion 
impulse, the knack of coordinating the muscles in near 
vision often comes back very rapidly; but patients some- 
times think they are fusing tmages when they are really 
suppressing one of them. Hence the frequent failure of 
perfunctory prism exercises without more or less medical 


supervision. 
EB. M. A. 


Malarial Therapy in Syphilitic Interstitial Keratitis 


J. V. Ambler and J. V. Van Cleve (Journal of the 
American Medical Association, 102:1553-1557, May 12, 
1934) report the treatment of 17 cases of syphilitic inter- 
stitial keratitis with malarial inoculations. As a rule this 
treatment was not used in children under eleven years 
of age. The patients treated were inoculated with 5 to 
10 c.c. of blood from patients with active malaria; as a 
rule eight to ten malarial chills were allowed. If the pa- 
tient showed a poor tolerance to malaria, a small dose of 
quinine sulphate was given to stop the chills temporarily, 
allowing the course to be completed. In the cases treated 
the results were uniformly good; the acute eye symptoms 
were relieved, usually early in the course of treatment 
Rapid and complete cessation of pain, photophobia and lac- 
rimation was the rule. The final result was very good 
in all these cases; several cases were over one year’s dura- 
tion, and in none was there a residual impairment of vision 
sufficient to cause an industrial handicap. In chronic cases 
showing pain and photophobia, malarial therapy is definitely 
indicated. There was a recurrence of symptoms in only 2 
cases, both of which yielded readily to specific treatment. 
In 5 cases only one eye was involved, and in none of these 
did the second eye become involved. 


A New Calcium-Magnesium Compound in the 
Medical Treatment of Glaucoma 


P. Viard and J. Gallois (Bulletin de Académie de 
Médecine, 111.650-653, May 15, 1934) report the use of a 
calcium-magnesium compound containing 0.80 gm. mag- 
nesium sulphate and 0.70 gm. calcium chloride per 10 c.c. 
sea water, in the treatment of glaucoma. This solution 
is ‘given by intravenous injection at least three times a 
week. The authors have employed it is an antispasmodic 
in a number of conditions for three years, and never ob- 
served any untoward ocular reaction. In the normal eye 
it causes only a slight reduction in the intra-ocular ten- 
sion. In 13 cases of glaucoma treated, most of which 
were of the chronic type that had been under treatment 
for some time, 8 cases showed very definite improvement; 
one a lesser ees of improvement; and in 4 cases the 
treatment was discontinued because the intra-ocular ten- 
sion continued to rise. In 7 of the 8 cases that showed 
definite improvement, the drop in intra-ocular tension was 
immediate. The primary action of this compound, the 
authors believe, is to cause a vasodilatation of the capil- 
laries and regulate the local circulation. Secondarily it 
undoubtedly affects the physico-chemical state of the vit- 
reous. .Calcium chloride has previously been used in the 
treatment of glaucoma, but the addition of the magnesium 
salt and the intravenous administration render the com- 
pound more effective. 


A Surgical Ultra-Violet Lamp in the Removal of 
Dislocated Lenses 
H. R. Hildereth (American Journal of Ophthalmoiogy, 
(Concluded on Ad. page 17) 
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Editorials 





Chinese Quarter Versus Park Avenue 


Out of a total of 450 Chinese births in New York 
City, recorded in the past four years, not a single 
death was attributable to puerperal causes. The 
census of 1930 showed 453 Chinese women between 
the ages of fifteen to forty-four, inclusive. The 
Health Department’s records show that this small 
group gave birth to over one hundred children 
annually (average 112). 

Such a high birth rate must mean a low ratio 
of primiparas to multiparas and the great majority 
of the women must be young. It is the departure 
from these conditions that accounts for much of 
the high maternal mortality among typical Ameri- 
can groups—for much more, in fact, than can be 
accounted for on the score of faulty obstetrics. 

Obstetrics in the Chinese quarter is probably 
simple and unmeddlesome—of that order, presum- 
ably, which postulates that’ “all a man needs on an 
obstetrical case is some umbilical tape and a good 
cigar.” 





Does Unorthodox Medical Individualism Serve 
Any Useful Purpose? 


Laissez-faire sociologists and philosophers used 
to regard the prostitute as the greatest safeguard 
of virtue. The prostitute, in their view, was an 
indispensable scapegoat. 

In somewhat the same sense the irregular prac- 
titioner of today is a scapegoat, in this case serving 
a useful purpose for the organized profession in 
so far as it holds by laissez-faire concepts. 

We like to insist that, despite the seeming col- 
lectivisation of organized (or centralized) medi- 
cine, we are inveterate individualists, uriexcelled 
in boldness and independence. 

We wonder just how much truth there is in that 
—and whether the irregular practitioner is not, in 
a sense, a great conservator of individualism, just 
as the prostitute was once alleged to be a great 
conservator of virtue? 

Do we owe anything to the irregulars for their 
defiant individualism? Does their spirit help to 
sustain in any degree the individualism in collec- 
tivistic camps? Do they, an uncouth minority, help 
to give social force to a much-praised quality? 

Take, for example, James Graham, the noted 
charlatan of the eighteenth century—Edinburgh 
trained—who in America and England outraged 
the medical profession by forbidding the unfit to 
marry ; by favoring early sterilization of every type 
of degenerate or the marriage of such degenerates 
to superannuated maids or old, dilettante women ; by 
Suggesting a special tax on spinsters who had re- 
jected proposals of marriage, and a similar tax on 
bachelors; by proposing that Parliament enact tri- 
ennial or septennial jubilees or matrimonial insol- 
vent acts for the relief of wretched, discordant, and 
barren couples; by advocating a grappling on the 


part of the State with the problem of alcoholism; 
by urging a better balanced dietary—less beef and 
more vegetables; by advising the continuous tepid 
bath and music in the treatment of the insane; by 
denouncing high heels and tight lacing; by attack- 
ing the custom on the part of married folk of 
“continually pigging together in the same bed”; 
and by lauding soap and water and mercurial oint- 
ment as venereal prophylactics. 

Can it be denied that Graham’s individualism was 
of a sort not without desirable repercussions upon 
the contemporary profession—and even upon pro- 
fessional posterity ? 





The Influence of Food Upon Race and Class 


The influence of foods upon the stature and struc- 
ture of differing races and upon history is a fas- 
cinating topic and deserves a wider and deeper 
study than has yet been given to it. 

Peasant as contrasted with aristocratic physique 
conndtes differences that are largely dietetic. The 
proletarian type derives from the consumption over 
the centuries of particular foods. The master class 
derives from a specialized dietary, wider in its 
scope than that of the plebeian class. 

In this country, with its high standard of living 
and wide diffusion of dietetic knowledge, racial and 
class differences, in so far as they depend upon 
food, have tended to be ironed out; but with the 
trend toward regimentation and toward collapse 
of the middle class we may yet witness great dif- 
ferences between the rich and the poor. 

If socialization of medicine comes, look for 
changes of the sort intimated in the great groups 
falling within its domain, for such a social phe- 
nomenon will imply mass degradation, with dietetic 
connotations, 

The thesis of Bernard Shaw, in his play Pygma- 
lion, was that the upper classes maintained their 
distinction entirely through the technic of their 
speech. A vulgar young woman is painstakingly 
taught to speak the English of the master class 
and finds herself within the magic circle. 

There is much in Shaw’s thesis. Supplement it 
with our food thesis and an adequate equation 
can be formulated. 





Television and the Public Health 


Television is approaching with giant strides. 
Marketing on a wide commercial scale will prob- 
ably begin before the end of the year. This new 
technical advance, it seems to us, will have notable 
effects upon the public health. 

In so far as television in the home prevents 
crowds, it will be a great aid in the battle against 
infectiotis disease. The radio alone has done some 
service in this direction. We recall that the failure 
of the Tunney-Heeney fight was ascribed .» the 
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radio. But when talking movies enter the home 
upon an adequate technical basis surely the crowds 
in our public centers will be decimated. 

Even the doctor, instead of partially asphyxiating 
himself in some unspeakably unhygienic hall, will 
loll at his ease with his immediate friends, smoke 
a Havana in a decent atmosphere, and watch George 
W. Crile operate and talk. 

The last observation prompts us to propose that 
in so far as we continue to use the aforesaid ,halls 
that they be air-conditioned. 


Two Issues 


One who subscribes to a religious cult which 
denies the reality of lesions and of pain cannot 
properly come into court and claim damages for 
injuries recovery from which has been retarded by 
refusal to employ medical ministrations and by 
reliance upon the prayers of a paid healer. So 
holds Supreme Court Justice Bonynge and a jury 
has sided with him in this position. 

On the other hand, a case has been decided 
against a practitioner who relied upon the time- 
worn principle that large private fees must be made 
to pay for our care of the poor. The faultiness of 
this position becomes more obvious in the present 
era, since we now realize that care of the poor 
ought to be a charge upon the community. What 
used to be called altruism was dictated by the coi:- 
ditions of any given era; it was necessity that made 
it a virtue. 


A Seemingly Easy Technic 


Physicians sometimes fail to discriminate between 
the patients who resent failure of the practitioner 
to communicate much information to them, and the 
patients who expect the doctor merely to listen to 
them. The latter, who make of the physician’s 
office a kind of confessional, are the most grateful 
of patients—if they are attentively listened to. We 
know some very successful men who, as accom- 
plished listeners, are greatly loved. 

The listening technic is much harder on the prac- 
titioner than its converse. 


Arthritis: eliminate all questionable foci of infection 
and give a low carbohydrate diet. Vaccines may help. 


Acute Conditions in the Female Pelvis 


(Concluded from page 278) 
and experience and knowledge of his capacity as an 
operator. 

The history is of paramount importance. The 
usual signs of acute abdominal pathology are always 
present, but, unless hemorrhage has been great, they 
quickly disappear, to return with renewed bleeding. 
It does no harm to look for shifting dullness and a 
fluid wave which often can be demonstrated in the 
presence of a comparatively small amount of blood. 
Leucocytosis, usually prompt and high, depends 
upon the speed and amount of blood loss, while the 
red cells reflect blood loss more slowly. Rapidly sub- 
siding exacerbations of pain are typical, and most 
helpful in the differentiation of ectopic from other 
adnexal masses. 


That sudden torsion of the pedicle of ovarian 
tumors is accompanied by urgent symptoms is well 
known. Shock depends upon the amount of hemor- 
rhage into the tumor. Pain is paroxysmal and at 
first severe. It is important to remember that tor- 
sion, rupture and peritonitis are common in the puer- 
perium, probably as a result of serious injury 
suffered during labor. The tumor should be re- 
moved as soon after delivery as practicable. 


There is an increasingly large number of cases 
of rupture of the uterus without classical symptoms. 
Pain may be the only symptom, but slight syncope 
is significant. This is particularly true where pre- 
vious delivery has been effected by cesarean section. 
Lower segment scars rupture, too, and when they 
do, they are likely to involve the bladder. 


It is not possible, nor is it necessary, to discuss 
further the questions which arise in the considera- 
tion of the acute abdomen from the viewpoint of the 
gynecologist. Enough has been said to indicate 
that diagnosis is of great importance, and is not 
difficult, if the history and sequence of symptoms 
are given their proper values. 

256 Jefferson Avenue. 
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CLASSICAL PARAGRAPHS 


When the woman is in labour, she is often attended by a number of her friends in a small 
room, with a large fire, which, together with her own pains, throw her into profuse sweats; by 


the heat of the chamber, and the breath of so many people, the whole air is rendered foul, 
this is the case in all confined places, hospitals, 


unfit for respiration; 


and 
jails and small houses, in- 


habited by many families, where putrid fevers are apt to be generated, and proportionately the 


most so where there is the greatest want of free air. 


Putrid fevers thus generated are infec- 


tious, witness the black assize, as it is usually called. 


Charles White: 


in Women. 


London, 1773. 


A Treatise on the 
Printed for Edward and Charles 


Management of Pregnant and Lying- 
Dilly, in the Poultry, 


REVIEWS 


manner that leaves one 


Modern Clinical Syphilology 


MODERN CLINICAL SYPHILOLOGY. By John H. Stokes, M.D. 
Second Edition. Philadelphia, W. B. Saunders Company, 1934. 
1400 pages, illustrated. 8vo. Cloth, $12.00 
This book of 1400 pages is published by Saunders Com- 

pany so one finds good quality of paper clear type and 

full indexing. It is illustrated with the most lifelike 
photographs which to the reviewer are better than water- 
colors, for teaching. 

It is modern in that all the best of the old, all of the 
proven new (i.e. the past thirty years) is told in a clear 
style and -many of the problems still to be solved are 
stated and discussed. 

It is Clinical in the best sense of the term for the facts 
set forth and the discussions are based on sound pathologi- 
cal experience, on an enormous amount of work done on 
patients in public clinics, private hospitals and office prac- 
tice. 

No one practising medicine fails to meet the problem 
of the management of syphilis in some of its phases. We 
know of no better book to guide one. 

For the beginner there are simple statements and definite 
directions. There is ample information and fruitful sug- 
gestions for the general man, and for the specialist it is 
a delight, for here is an immense amount of information 
gathered, classified and criticized. 

Shall syphilis be treated continuously till death them do 
part; must a spinal fluid test always be done at the end of 
the first six months; how blamable are we for a “lazy 
dependance on laboratory tests” to direct diagnosis and 
treatment; should a dark field examination be done on 
every sore, every day until diagnosis is certain; the obliga- 
tion to do a careful personal examination on the entire 
patient, before beginning treatment; the dangers of too 
little arsenic; the value of combining antiluetic drugs; if 
latent syphilis does not harm the host for twenty to thirty 
years, may he nevertheless infect a wife or injure progeny 
—these and a score of problems are discussed in such a 


always enriched from the study 
of any chapter. It is the supreme book as an office guide 
and for the development of a profounder knowledge con- 
cerning the management of one of the great racial diseases. 
STURDIVANT Reap. 


Insanity as a Defense in Criminal Law 
INSANITY AS A DEFENSE IN CRIMINAL LAW. By Henry 

Weihofen. New York, The Commonwealth Fund, 1933. 524 pages. 

8vo. Cloth, $3.75. 

Most people know that Nevada is about the easiest juris- 
diction for divorce in this country, but few men know 
just where it would be easiest to “to get away with mur- 
der” by pleading insanity. The present volume is a com- 
prehensive survey of the laws of every state in the Union 
with regard to the subject of mental disease as a plea or 
condition in criminal proceedings. The book is by a lawyer ; 
it collects legal data; but it winds up on a psychiatric note. 
Although a symposium of jurisdictional attitudes would 
seem stuffy reading, the author has made a clean-cut 
volume whose clarity is alive. At the same time, he has 
rounded up all the cases; so that anyone will find here all 
the factual data upon which any discussion of the subject 
of insanity and the law must be based. This offers an 
unusual panorama for comparison between such states as 
have put progressiveness into their statutes and those that 
have remained in the ruck. There is no attempt, however, 
to answer such basic questions as to why the law should 
permit anyone to “get away with murder.” 

The whole theme of insanity and the criminal law re- 
flects the muddled concepts of our times, like housing, 
divorce or education. The basis for the clouded condition 
of the law is, as the author indicates, doubtless to be 
found in the anachronisms fostered by adding forward- 
looking amendments to outworn principles. Like many 
other social problems, however, the forensic side of the 
law may be suffering from the energy of too many promo- 
tion experts. When representative psychiatrists plead that 
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the criminal courts or, at least, the prisons be turned over 
to them, one may dismiss the Gomme as dictated either by 
incautious enthusiasm or self interest. When the law joins 
the parade and looks to psychiatry for a solution of crime 
and a definition of legal insanity, we feel that it’s too much 
of a good thing. 

Psychiatrists will never be able to assume responsibility 
for the criminal for the reason that, at best, medicine is 
but a hand-maiden of society. The people, through their 
law, will always decide social questions (even those re- 
lating to medicine). It is noteworthy that even in Mexico 
and Soviet Russia, where truly modern penal methods 
have been adopted, the responsibilities were dictated by 
society and not by psychiatrists. Even there, the physician 
is only given a more ample opportunity to fulfill his func- 
tion of determining whether a sick condition exists and 
treating it. Beyond that, he serves as a psychologicai 
assistant to the sociologists. 

However progressive the treatment or study of the crimi- 
nal may be, the plan can never forsake the interests ot 
society. There has been a growing tendency to look upon 
the treatment of the criminal as more important than the 
handling of the crime. We must subscribe to this ad- 
mirakle point of view, but it is premature until society 
has passed judgment on the act. This book gives a lucid 
synopsis of the hair-splitting and obsessional logic which 
have gore into the history of just this aspect of the 
subject. It is hard to conceive of psychiatrists doing much 
worse with criminals than society has already done. But 
we are over-selling psychiatry in criminology until the law 
has been sufficiently brought up to date so as to determine 
first of all, whether a man has committed an anti-social 
act and then to examine and treat him accordingly. The 
scientific study of the causes of crime must take place 
within the legal boundaries society sets up as a protection 
against it 

SAM PARKER. 


Why Die Before Your Time? 


WHY DIE BEFORE YOUR TIME? By Henry S. Williams, M.D. 
New York, Robert M. McBride & Co 


al Chath, 3200 mpany, 1934. 232 pages. 

Dr. Williams is described as a physician and a scientist 
and not a faddist. He interprets the secret of long life on 
the basis, essentially, of dietary restrictions and dietary 
continence. All types of food may be used, but in modera- 
tion and with definite limitations. The author insists on 
a basic quantity of protein, a minimum of which,—40 to 
50 grams,—is considered as essential for cell reconstruction 
and growth. The heading of chapter seven, “A Fat Life 
or a Long One,” typifies the doctor’s attitude toward ex- 
cesses. 

Ichohol, tobacco, tea and coffee are considered under 
a chapter heading, “Drugs That Entice,” with no justifica- 
tion for the use of tobacco or alcohol and only a hesitating 
and unwilling acceptance of the other two. Graded exer- 
cise is recommended according to the present powers and 
past performances of the individual,—the author having 
had a strenuous youth seems to enjoy the more vigorous 
competitive sports, but he is decently tolerant of those who 
have been guilty of a neglect of the fields and fairways. 
Worry is considered as a detriment to normal physical 
functions and “Life Giving Hobbies” are encouraged not 
only because they help in the pure enjoyment of living, 
but also they may become a source of some valuable by- 
product. 

This book is addressed to the laity but it is no less at- 
tractive to those who have had a medical training. We 
may not agree with all the opinions of Dr. Williams, but 
we would be on the defensive if we opposed the valuable 
principle of moderation in all things. 

J. RAPHAEL. 


Blindness and the Blind in the United States 


BLINDNESS AND THE BLIND IN THE UNITED STATES. 
By Harry Best. New York, The Macmillan Company, 1934. 714 
pages. 8vo. Cloth, $6.50. 

This book of over 700 pages is a most comprehensive 
survey and study of the blind population of the United 
States, from every conceivable viewpoint. In the intro- 
duction the author states as his object “an examination of 
the blind and of their estate from the point of view of 
the social economist,” that is to say from a practical rather 


than from a purely sentimental standpoint; the latter being 
the commoner attitude toward the blind. 

He then develops his subject in seven parts:—I. Blind- 
ness and Possibilities of its Prevention, in which he con- 
siders the various causes of blindness, with elaborate 
tables, showing percentages of blind from various causes, 
and according to age, sex, in different states, and in rela- 
tion to the general population. 

In Part II the general condition of the Blind is can- 
vassed, including chapters on education, physical and 
mental condition, economic condition and legal treatment. 

Part III is devoted to a research into the Provision for 
Education of Blind Children, Part IV to Intellectual Pro- 
vision for Adult Blind, Part V to Material Provision for 
the Blind in all its aspects. 

Part VI is a capitulization of Organizations Interested in 
the Blind and in Part VII are registered the author’s con- 
clusions with respect to work for the Blind. 

This is a scholarly work and represents research. In the 
references at the foot of nearly every page are represented 
publications of every sort from every state in the union. 
Thus this book is an unimaginably thorough study—a 
reference work of the first water. 

In reading these pages the ophthalmologist has brought 
forcibly horre to him the devastating effect of blindness on 
the individual, and is inspired further to do his utmost to 
prevent this catastrophe in the cases with which he has to 
deal, and the author’s statement that “well over two thirds 
of the blindness now in existence might have been avoided 
by means known to us” is further challenge to greater 
effort. 

E. Crrrrorp PLace. 


Child Guidance Clinics 


CHILD GuepAnce CLINICS. A Quarter Century of Develop- 
By George S. Stevenson, M.D., and Geddes Smith. New 
The Commonowealth Fund, 1934. 186 pages. 8vo. Cloth 


work traces the development of child guidance 
clinics since their origin in 1909. The child guidance clinic 
is composed of a team consisting of a psychiatrist, a psy- 
chologist, and psychiatric social workers. The functions 
of these clinics are to study and treat patients, to interest 
community agencies in the prevention of behavior and per- 
sonality disorders in children and to reveal to the com- 
munity what the needs are for their children. 

In the book the following questions are propounded and 
answered. What was the need for child guidance clinics? 
What developments, scientific and social, gave the response 
to this need the highly specialized form here presented? 
How did the child guidance clinic take shape? How do 
clinics today conduct their affairs? What problems press 
for solution? What trends suggest the direction of future 
progress? 

This book should have an especial appeal to those phy- 
sicians interested in the problem. 

STan.ey S. Lamm. 


The Harvey Lectures—1932-1933 


THE HARVEY LECTURES. Delivered Under the Auspices of 
the Harvey Society of New York, 1932-1933. Under the Patron- 
age of the New York Academy of "Medicine. B Julius Bauer and 
others. Series 28. Baltimore, Williamis a Wil Ikins Company, 
1934. 233 pages, illustrated. 8vo. Cloth, 

Included in this volume are: the Constitution of the 
Harvey Society, its officers and members, and a series of 
eight lectures delivered by men of international repute. 
The first lecture is by Dr. Julius Bauer of the University 
of Vienna, on the constitutional principles in clinical 
medicine. In this lecture he states that the organism 
represents one unity, including all somatic and psychic 
functions, all of them intimately related to each other and 
that the different constitutional abnormalities are due to 
damage of the chromosoma apparatus. The next lecture 
is by Dr. L. O. Kunkel of the Rockefeller Institute on the 
similarities between diseases of the vegetable kingdom and 
those of man and animals. He points out some similari- 
ties existing between the virus diseases of plants and 
diseases of animals, and the transmission of disease by in- 
sects. Then there is a lecture on the nature of the men- 
strual cycle by Dr. George W. Corner of the University of 
Rochester. Another by Dr. Harvey Cushing, on dyspitui- 
tarism. Then follows a lecture by Dr. James B. Conant of 
Harvard University on the oxidation of hemoglobin and 
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other respiratory pigments. Dr. Michael Heidelberger of 
Columbia University discusses the contributions of chemis- 
try to the Lesuieies of immune processes. There is a 
lecture by Dr. J. C. Drummond of London on the recent 
biochemical studies of liver function, wherein he describes 
the part played by the liver in the metabolism of fats and 
allied substances. That hydrolysis of fat is not an essen- 
tial to preliminary absorption, and that particulate absorp- 
tion of fat may occur, The last lecture is by Dr. Otto 
Loewi of the University of Graz, Austria, on the humoral 
transmission of nervous impulses. All of the lectures are 


highly interesting. 
E. H. Nuivisu. 


Physiology of Exercise 
PHYSIOLOGY OF EXERCISE. By Ferd J. Lipovetz, Minneapo- 
lis, Minn. Burgess Publishing Company (c. 1933.) 251 pages, 
illustrated. 4to. Cloth, $1.95. 

This book of bound mimeograph pages is intended pri- 
marily for the student of physical education, being too ele- 
mentary for the use of the medical student or the physician. 
Written in a semi-scientific vein, it adequately reviews the 
subject of exercise, special attention being paid to suci 
basic topics as the central nervous system, muscle groups, 
circulation and respiration. The rest of the text deals in 
much detail with the various efficiency tests, age periods 
and physical education objects, the effect of special types 
of exercise upon bodily function, and similar subjects. 

The book contains many diagrammatic representations 
of the contents, but the fact that they are made on stencils 
poorly and indistinctly reproduced detracts from their 
worth. This criticism applies also to the text, many parts 
of which are read only with difficulty. 

Davin I. ABRAMSON. 


External Diseases of the Eye 
EXTERNAL DISEASES OF THE EYE. By Donald T. Atkinson, 

M.D. Philadelphia, Lea & Febiger, 1934. 704 pages, illustrated. 

8vo. Cloth, $7.50, 

The book opens with a chapter on the historical aspect 
of this branch of ophthalmology, with the usual orderly 
arrangement of the chapters on lids, lachrymal apparatus, 
etc. In contrast with other books on this subject, we find 
the operations for cataract, glaucoma and squint. A chap- 
ter is devoted to hygiene of the eyes, another to history 
and case taking, and another to the remedies used. The 
book is most inclusive as the external diseases of every 
country and climate are discussed and illustrated by photos 
from life or of casts made by the author. 

The author describes pneumococcic conjunctivitis as a 
self limiting disease not lasting more than a week and in- 
ferentially, rather harmless. The specific action of zinc 
upon Morax-Axenfeld infections is not emphasized nor is 
the importance of examining slides to determine the best 
germicide im contagious conjunctivitis. Allergy or the 
connection with tuberculosis is not brought out in the 
description of phlyctenular conjunctivitis. 

The descriptions of many conditions and the details of 
treatment are too brief and sketchy. The merit of the 
book is in its breadth and illustration and the resume of 
cataract, glaucoma and squint operations. 

R. I. Lioyp. 


Lectures on the History of Medicine 
LECTURES ON THE HISTORY OF MEDICINE. A series of 
lectures at the Mayo Foundation and the Universities of Min- 
nesota, Wisconsin, Icwa, Northwestern, and the Des Moines 

Academy of Medicine, 1926-1932. Philadelphia, W. B. Saunders 

Company (c. 1933). 516 pages. 12mo. Cloth, $5.00. 

Since the monumental work of Fielding H. Garrison, 
competent works on the history of medicine have “been 
rapidly multiplying, a fact which bears evidence to an in- 
creasing interest of medical men in the subject and is certi- 
lying a better and broader background of culture in the 
Profession at large. The present volume of 516 pages, 
including an index, consists of eighteen lectures, delivered 
at various Universities by eminent physicians and surgeons 
ot America. The book is analogous to the best of the 
‘collections of short stories” in general literature, as it 
affords interesting and highly educational material for 
re ading, from time to time, as desire and opportunity obtain. 
In this it is unique and serves a good purpose. It is only 
necessary to mention such names as Garrison, Packard, 
Armstrong and Warthin, to insure the quality of the work. 
Such subjects as “John Hunter the Founder of Scientific 


Surgery,” “The History of Pathology,” “The Discovery 
of the Mammalian Ovary” (by von Baer), and the 
“Renaissance Midwifery: The Evolution of Modern Ob- 
stetrics, 1500-1700,” “The Physician of the Dance of 
Death,” in fact all of the subjects treated make the volume 


not only interesting, but of high educational value. 
J. M. Van Corr. 


“I Know Just the Thing for That!” 

I KNOW JUST THE THING FOR THAT! By J. F. Montague, 
M.D., New York, The John Day Company, [c. 1934]. 265 pages. 
8vo. Cloth, $2.00. 

This book deals largely with problems of gastro-intest- 
inal interest, more particularly with the colon. 

It is written in an interesting and instructive fashion. 
The appeal will probably be greater to the laity than it will 
be to members of the profession. 

In the latter part of the book, the author discusses a 
variety of conditions and attempts to “debunk” them. A 
pleasant few hours can be spent by members of the pro- 
fession in reading this volume. The lay public will cer- 


tainly enjoy and profit by this book. 
Irvinc Gray. 


Corrective Physical Education 


CORRECTIVE PHYSICAL EDUCATION. 
bone, M.D. Philadelphia, W. B. 
pees illustrated. 


By Josephine L. Rath- 
‘ompany, 1934. 292 


Saunders 
12mo. Cloth, $2.50. 
he viewpoint from which the author has expressed the 
relation of Physical Education to minor physical defects 
is in itself a most encouraging sign. In the past there has 
been too much emphasis on the aesthetic side of gym- 
nasium work. The author’s message is a plea for the de- 
tection of minor physical defects; asymmetric exercises 
for the particular individual; and the attainment of better 
health by means of practical gymnastic maneuvers, as 
easily done at home as in the classroom or gymnasium. 
This book will not interest the average doctor. It will 
call his attention to the practical measures that school 
gymnasts can accomplish. In any given community unless 
the school physican has a basic knowledge of these possi- 
bilities, the children in that community lose a certain 
amount of the value that the teacher of physical education 
could give them, because her initiative is thwarted unless 


endorsed by the local physician. 
D. E. McKenna. 


Surgical Clinics of North America, Vol. 13, 1933 


SURGICAL CLINICS OF NORTH AMERICA. Vol. 13, 1933. 
Issued serially one number every other month by the W. B. 
Saunders Company, Philadelphia and London. Per Clinic Year 
(6 nos.) Paper, $12.00. Cloth, $16.00. 

Volume 13, Number 1 (Pacific Coast Surgical Associa- 
tion Number) February, 1933. This volume comes from 
the Pacific Coast Surgical Association and contains clinics 
on a large group of interesting cases by the leading surg- 
eons of the Pacific Coast. Among these clinics is that of 
Dr. J. Tate Mason and Dr. Joel W. Baker. These two 
surgeons take up and discuss in a very concise and ex- 
cellent manner, Transplantation of Biliary Fistula, the 
Fascia lata Transplant and Total Laryngectomy for Car- 
cinoma. Dr. Emile Holman of the Stanford University 
Hospital, has a most interesting clinic on Hyperinsulinism, 
in which a partial pancreatectomy was performed. This 
number of Surgical Clinics contains not only the interest- 
ing clinics already mentioned, but many others that are 
worth the time and study of the practitioner of surgery. 

Volume 13, Number 2 (New York Number) April, 1933. 
This volume comes from New York and contains a rather 
large group of interesting clinics by various specialists in 
that city. The late Dr. Burton J. Lee has a most interest- 
ing clinic upon the Significance of Bleeding Nipples in Car- 
cinoma of the Breast. Dr. R. E. Stetson discusses in a very 
practical manner, Causes and Prevention of Posttransfu- 
sion Reactions. Dr. William L. Watson discusses two meth- 
ods of handling, in a surgical way, Carcinoma of the Eso- 
phagus, emphasizing early gastrostomy. The contributors 
to this volume are mainly from the Memorial Hospital 
and therefore this volume contains much of the most re- 
cent, accepted surgical treatment of various types of malig- 
nancy. This alone makes the volume an outstanding one. 

Volume 13, Number 3 (Lahey Clinic Number) June, 
1933. This number comes from the Lahey Clinic of Bos- 
ton, and contains clinics not only on surgery, but other 
subjects closcly allied to surgery. For instance Dr. Sara M. 
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Jordan discusses the Diagnosis of Carcinoma of the Colon; 
Dr. Frank B. Ramsey discusses Constant Venoclysis. Dr. 
Lahey, in his usual interesting manner, discusses The 
Selection of the Operative Procedure for Various Gastric 
and Duodenal Lesions. Part of the twenty-eight clinics 
is devoted to the Improvement and Diagnosis of Various 
Thyroid Conditions. The Lahey clinic number is one that 
allen always looked forward to by the surgical profession at 
arg’ 

Taheie 13, Number 4, (Mayo Clinic Number) August, 
1933. This number comes from the Mayo Clinic. Doctors 
Judd, Mason, New, Meyerding, Balfour and Adson have 
some excellent clinics in their various special fields of 
surgery. Dr. Adson has an especially fine clinic upon 
Neurosurgical Treatments of Spasms and Painful Spastic 
and Trophic Lesions of the Extremities. Doctors Walters 
and Love have an interesting clinic on the Evaluation of 
the Results in Torek’s Operation for Cryptorchidism. Dr. 
Edmund H. Droegemueller has a most interesting study 
of Renal Tuberculosis, Made Early in the Disease. This 
number is up to the usual Mayo standard and should be 
well received by the Surgical profession. 

Volume 13, Number 5, (Chicago Number) October, 1933. 
This number comes from Chicago and contains an ecx- 
cellent list of clinics, dealing in a practical manner mainly 
with the usual rather than the unusual surgical problems. 
Dr. Richard J. Tivnen gives an excellent clinic and dis- 
cussion of Acute Mastoiditis in Children. This was given 
as a part of the Symposium on Important Surgical Opera- 
tions in Children. This excellent Symposium comprises 
the major part of over 140 pages of this number, and such 
important and usual conditions in children as Empyema, 
Intussusception and Surgery of the Urinary Tract, are 
discussed in a very excellent and practical manner. Dr. 
Kellogg Speed has a very excellent clinic on Everyday 
Knee Injuries, Excluding Fractures, and he also discusses 
the diagnosis and treatment. Altogether this is a very 
important and useful number to the general practitioner of 
surgery. 

Volume 13, Number 6 (Pacific Coast Surgical Associa- 
tion Number) December, 1933. This is a second number 
from the Pacific Coast Surgical Association in the same 
year and contains a group of interesting clinics by some 
of the previous contributors to the February number and 
a group of new contributors. Most notable among these 
is a clinic by Dr. Paul D. Flothow on Osteomyelitis of the 
Skull with Brain Abscess. Dr. Raymond E. Watkins dis- 
cusses the Surgical Treatment of Cystocele and Prolapse 
of the Uterus with an Analysis of 113 Cases. Although 
this is a comparatively small group of cases, Dr. Watkins 
gives very excellent statistics and follow-up, making this 
a very interesting clinic. Dr. Emile Holman contributes 
another interesting pancreatic case. This time it is Mas- 
sive Necrosis of the Pancreas ey Acute Pan- 
creatitis Due to Bacillus Typhosus. S. N. Berens has 
a very interesting clinic and pe of 150 Cases of 
Moderate and Severe Cerebrospinal Injuries. This number 
completes the 1933 series and makes a volume of unusual 
interest in many respects, to the practitioner of surgery. 

HersBert T,. WILKE. 
Praxis Der Unspezifischen Diabetesbehandlung 
PRAXIS DER UNSPEZIFISCHEN DIABETESBEHANDLUNG. 

Von Professor Dr. Gustav Singer. Wien, Wilhelm Maudrich, 

1933. 112 pages, illustrated. 8vo. Cloth, 

In this book the author relates his extensive studies of 
the treatment of diabetes mellitus without the use of in- 
sulin. He claims to have obtained good results in numer- 
ous cases of diabetes by the use of parenteral injections of 
protein in conjunction with a regulated diet. From an 
experience of ten years with this method be brings forth 
numerous statistics wherein he controlled the amount of 
sugar in the urine and blood, and increased the sugar tol- 
erance of the individual. He also analyzes the internal 
effects of such a treatment. 

Epwarp H. Nipisu. 
Genealogy of Sex 


GENEALOGY OF SEX. By C. Thesing, M.D. New York, 
aparece Books, Inc., 1934. 320 pages, illustrated. 8vo. Cloth, 


A_remarkably oy book by Thesing, well known 


for his researches in the field of heredity. The stages in 
the phylogenetic development of the contrectative or cares- 
sive impulses are traced in a fascinating way,—a family 
history or genealogy of sex mechanisms. Primitive organ- 


300 


isms, insects, worms, toads, frogs, snakes, fish, birds, 
whales, lions, elephants, and finaliy men,—all have a com- 
mon element; and all phases of the widely divergent 
methods by which nature attains its objective,—the ferti- 
lization of the ovum, are discussed. Excellent drawings 
and unique photographs illustrate the book. 

This is rational sex education for the public, very in- 
teresting to the physician interested in the analogies of 
natural science. 

Cuartes A. Gorpon. 


BOOKS RECEIVED 


_ Books received for review are acknowledged promptly 

in this column; we assume no other obligation in return 

for the courtesy of those sending us the same. In most 

cases, review notes will be promptly published shortly after 

acknowledgment of receipt has been made in this column 

PROCEEDINGS OF THE ANNUAL CONGRESS ON MEDI- 
CAL EDUCATION, LICENSURE AND HOSPITALS. Chi- 
cago, February 12 and 13, 1934. Chicago, American Medical 
Association, 1934. 73 pages. 4to. Paper. 

CLINICAL MISCELLANY. un Mary Imogene Bassett Hos- 
pital, Cooperstown, N. Y. Volume 1, 1934. Springfield, IIl., 
— C. Thomas, [c. 1934]. 206 pages, illustrated. Cloth, 

-00. 


MANUAL OF THE DISEASES OF THE EYE. _ For Students 
and General Practitioners. Fourteenth Edition. By Charles H. 
Baltimore, William a & Company, 1934. 496 

. Bar 8vo. Cloth, 

T-BOOK OF GYNABCOPOGY FOR STUDENTS AND 
PRACTITIONERS. By James Young, -_D. Third Edition. 
New York, The poo Company, 1933. 411 pages, illus- 
trated. 8vo. Cloth, $3.7 


THAT HEART OF YOURS. By S. Calvin Smith, M.D. Phila- 
delphia, J. B. Lippincott A mcm [c., 1934]. 2i2 pages, illus- 
trated. 8vo. Cloth, $2.00. 


COLLENS SYSTEM OF DIET WRITING. Including Diet 
Calculator, Obesity Chart, 100 Menu Prescription Forms. By 
William S. Collens, -D. New York, Form Publishing Com- 
pany, 1934. Oblong, 12mo. Cloth, $5.00. 

THE DANGEROUS AGE IN MEN. By Chester Tilton Stone, 
M.D. New York, The Macmillan Company, 1934. 105 pages, 
illustrated. 12mo. Cloth, $1.75. 

A PRIMER FOR DIABETIC PATIENTS. By Russell M. Wilder, 
M.D. Fifth Edition. Philadelphia, W. B. Saunders Company, 
1934. 172 pages, illustrated. 12mo. Cloth, $1.75. 


THE SURGICAL CLINICS OF NORTH AMERICA. Vol. 14, 
No. 3. (Mayo Clinic Number.) June, 1934. Issued serially, 
one number every other month by the W. B. Saunders Com- 
pany, Philadelphia and London. Per Clinic Year (6 nos.). 
Paper, $12.00. Cloth, $16.00. 


THE PNEUMONOKONIOSES (Silicosis). Bibliography and 
Laws. By George G. Davis, M.D., Ella Salmonsen and 
Joseph L. Earlywine. Chicago, Industrial Medicine, Inc., 1934. 
482 pages. 8vo. Cloth, $7.50. 


DEVELOPMENTAL PSYCHOLOGY. An_ Introduction to the 
Study of Human Behavior. By Florence L. Goodenough. New 
York, D. Appleton-Century Company, [c. 1934.] 619 pages, 
illustrated. 8vo. Cloth, 0. 


A TEXT_BOOK OF BACTERIOLOGY. Seventh Edition. By 
Hans Zinsser, M.D. and Stanhope Bayne-Jones, M.D. New 
York, D. Appleton- Century Company, [c. 1934]. 1226 pages, 
illustrated. 8vo. Cloth, $8.00. 


Our Mysterious Life Glands 


To the Editor of Mevicat Book News: 

The sending out of a book dealing with a special subject 
for review is sometimes a difficult dilemma. To give such 
a book to a man who has no special knowledge of the 
subject may prove unsatisfactory because his review may 
be vague and tell the reader nothing. To give such a book 
to a specialist in the subject has a disadvantage of another 
character. The specialist will, instead of reviewing the 
book, often attempt to show his superior knowledge, and 
in order to show that superior knowledge, will hunt for 
flaws which are of no significance or which do not exist 
at all. In order to show his special knowledge he may 
even make statements which are not correct. We know 
such reviewers who will look for a misplaced comma with 
a magnifying glass. 

Your reviewer, Dr. Goldzieher, in reviewing the book, 
“Our Mysterious Life Glands and How They Affect Us,” 
has given several good examples of unfair reviewing. He 
speaks of numerous inaccuracies or erroneous statements, 
but of real inaccuracy or erroneous statement he does not 
give a single example. 

He says, “It does not seem right if a picture of a 
chondredystrophic dwarf is reproduced as a typical ex- 
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ample of pituitary dwarfism.” First of all, it is not re- 
produced as a “typical” example. This is your reviewer's 
unjustified adjective. Second, your reviewer will not deny 
that chondrodystrophy has something to do with the pitu- 
itary, and if he will look up, for instance, Professor Cursch- 
mann’s “Endocrine Disorders,” he will find that that figure, 
also taken from Zondek, is given distinctly in the chapter 
on disorders of the pituitary. So it has something to do 
with the pituitary, has it not? The reason I did not call 
it a “chondrodystrophic” dwarf but a pituitary dwarf is 
because the book was written primarily for the intelligent 
laymen, though many physicians think as well of it, and 
the adjective chondrodystrophic means less to either than 
the word pituitary dwarf. At any rate, Dr. Goldzieher 
will acknowledge that the figure facing page 40 is a dwarf 
and not a giant, . 

As to the factor of pregnancy urine, nobody now con- 
siders it as absolutely identical with the pituitary hormone, 
and for that reason we apply to the product of pregnancy 
urine the expression “pituitary-like hormone.” To deny, 
as the author tries to do by innuendo, that the factor of 
pregnancy urine has nothing to do with the pituitary hor- 
mone is not only unscientific but shows a desire to split 
hairs. 

As to the antagonism between the pituitary sex and the 
growth hormone, I certainly did not invent that antagonism 
from my brain. The antagonism is accepted by most en- 
docrinologists. Whether it has been definitely and experi- 
mentally established or not is still sub judice. 

He says that my “doubtful attitude as to the therapeutic 
possibilities in Simmond’s disease is at variance with 
clinical experience.” First of all, I did not state absolutely 
that pituitary extracts are of no value in Simmond’s 
disease. I said, “Treatment with pituitary extracts should 
prove beneficial, but practically results have been dubious.” 
Any honest, unprejudiced endocrinologist will agree with 
my statement. But I should like to ask Dr. Goldzieher 
how many cases of Simmond’s disease he has had under 
his treatment and hew many cases he has actually cured. 
I should be very interested in hearing his reply. 

He also says that I am wrong in my statements “con- 
cerning the inefficacy of oral pituitary medication.” I be- 
lieve that your reviewer will have to take back his words. 
The “New and Nonofficial Remedies” is. certainly our 
most reliable guide in the therapeutic applications of new 
remedies. Its statements are carefully checked by special- 
ists in their fields. This is what the “New and Nonoffi- 
cial Remedies for 1934” says about pituitary preparations 
administered orally. Here are the words verbatim: “The 
Council believes that extensive clinical trial has failed to 
establish the value of desiccated pituitary preparations for 
oral administration whether these are prepared from the 
anterior or from the posterior lobe.” In fact, as I distinctly 
stated, every one of my therapeutic suggestions was guided 
by the Council on Pharmacy and Chemistry of the Ameri- 
can Medical Association. Here is the last paragraph of 
my introduction verbatim: “I have therefore, in mention- 
ing glandular preparations and hormones that are used 
therapeutically, limited myself-only to such as have been 
passed upon and approved by the before mentioned Coun- 
cil on Pharmacy and Chemistry.” 

I could show several other inaccuracies in your re- 
viewer's “review,” but this letter is becoming too long, so 
I will just conclude with the following statement: 

Your reviewer says that “It would seem desirable that 
members of the medical profession, etc.” Your reviewer 
has evidently not read the book carefully or he would 
have known that my book was written primarily for the 
intelligent layman; though I have never drawn such a 
strict line of demarcation between the intelligent layman 
and the ordinary general practitioner; in certain respects 
the conclusion would be rather in favor of the former. 
And I should like your reviewer to mention a book on our 
endocrine glands which presents the entire subject in such 
popular language and yet without deviating from strict 
scientific accuracy. 


Sincerely yours, 
Wut1am J. Rosrnson, M. D. 
July 27, 1934. 


Dr. Tasker Howard, 
46 Sidney Place, Brooklyn, N. Y. 


Dear Doctor Howard: . 

I am enclosing Dr. Robinson’s letter and my reply which 
I tried to keep as short as possible. Hence, several of 
his remarks had to remain unanswered, but I believe that 
you prefer such a statement to a lengthy discussion of each 
individual point. 

Good losers are rare and authors who take kindly to 
adverse criticism are still rarer. Dr. Robinson is no ex- 
ception to this rule and he comments on the motives of 
my remarks with implications which I shall refrain from 
answering. 

The respective merits of my criticism and Dr. Robin- 
son’s rebuttal can be appreciated by considering our con- 
troversy in regard to the chondrodystrophic dwarf. II- 
lustrations for a book are usually chosen with the purpose 
of presenting “typical” examples, hence my adjective does 
not seem entirely unjustified. It is the consensus among 
endocrinologists that chondrodystrophy is not an endoc-. 
rine disorder and should not be confused with stunted 
growth of pituitary pathogenesis. If Curschmann repro- 
duces this picture in his chapter on disorders of the pitui- 
tary, he does so to show the difference between the chon- 
drodystrophic and pituitary dwarfs. The latter are well 
proportioned, their epiphyseal lines are open up to adult 
age and they respond to pituitary organotherapy, in contra- 
distinction to the abnormal proportions and early epiphy- 
seal closure of the chondrodystrophic dwarf who does not 
benefit by pituitary treatment. 

My main objection to Dr. Robinson’s book is that he 
offered it explicitly, although not “primarily,” to the 
medical profession. Further proof of such intention is 
the discussion of therapeutic procedures and the author’s 
desire of having the book reviewed in medical journals. 
Yet even the intelligent layman could readily forego read- 
ing Dr. Robinson’s “Mysterious Life Glands” and substi- 
tute for it-to his advantage Dr. R. G. Hoskins’ popularly 
written “Tides of Life,” the scientific accuracy of which 
is incontestable. 

Very sincerely yours, 
M. A. GOLDZIEHER. 


Contemporary Progress 
(Concluded from page 294) 


17 :414-416, May, 1934) describes a surgical carbon arc 
lamp with a violet glass transmitting the long ultra-violet 
rays but absorbing the short, biologically active ultra-violet 
rays and also the heat rays, which he has used in 
the removal of the lens in cases of dislocation. The pro- 
redure of removing the lens is rendered difficult chiefly by 
inability to locate the lens with the ordinary types of il- 
lumination. But the crystalline lens has the property of 
fluorescing under ultra-violet light, and with the lamp de- 
scribed it “stands out brilliantly contrasted in a greenish 
glow” and with sharply defined margins. Whatever the 
procedure used for removal of the lens this lamp is of 
definite aid in locating it accurately. This lamp is not 
of special value in the ordinary senile cataract operation, 
but may be recommended as an aid in cases suitable for the 
Barkan operation, in which there is often a large amount 
of clear cortex. 


Safety First 


_ The gradual reduction treatment of the morphine habit 
is not spectacular but it is attended with little danger and 


discomfort. The length of time necessary to effect com- 
plete withdrawal depends mainly on the amount of the 
drug being taken when treatment is commenced. When 
this has been accomplished and the patient’s health built 
up it is as unlikely he will return to his habit as when 
the result is obtained by a more drastic and radical method 
of treatment. That some do repeat is inevitable under 
any method of treatment. The gradual reduction method 
in the treatment of alcoholic addiction, on the other hand, 
is really rather rapid. The patient is usually “off” the 
drink in a week, but treatment for at least three weeks 
longer is imperative to build up his resistance to the crav- 
ing. In both cases the longer the after treatment the less 
the probability of a return to the habit. The management 
of Hillcrest at New Brunswick, N. J., has treated both 
these conditions over a number of years. Its pleasant situ- 
ation and appropriate appointments render residence there 
particularly acceptable to these patients. 








In caicium deficiency diseases 


Calciphos 


An organic calcium--phosphorus com- 
pound of vegetable origin, concen- 
trated and balanced to favor effective 


calcium assimilation. 


DOSE: 2 tablets (6 grains each) three times 
day. 


Literature and Samples upon request 


Boxes of 180 tablets and 3 oz. powder 


BILHUBER-KNOLL CORP. 


154 Ogden Ave., Jersey City, N. J. 











The Barbiturates and Other Hypnotics in Labour 


Numerous reports have appeared in medical litera- 
ture concerning the use of various drugs to relieve the 
pains of labour, but a recent article published by 
Frederick C. Irving, Saul Berman and H. Bristol Nel- 
son (Surgery, Gynecology and Obstetrics, January, 1934, 
Iviii, 1) is particularly valuable as it is a critical com- 
parison by different methods applied to equal groups 
of similar uuselected patients in the same _ institution. 
860 patients were studied, and were divided into seven 
groups of 100 each, and one group, in which amytal and 
scopolamine were used, of 160 patients. Pantopon and 
scopolamine in combination proved not to be :satis- 
factory hypnotics, since only 34 per cent. of patients 
had no memory of their labour. Only 33 per cent. of 
the infants born to mothers who had received these 
drugs breathed immediately after birth. There was also 
a prolongation of labour in primiparae, the operative 
incidence was high, and the incidence of blood lost was 
the highest encountered in the study, being 25 per cent. 
With pantopon and rectal ether there was only 18 per 
cent. of complete amnesia, the lowest in the series. 16 
per cent. of the patients lost over 300 cubic centimetres 
of blood, the second highest in the study. There was, 
however, a low incidence of excitement. Pernocton is 
evanescent in its action and cannot be given until the 
end of the first stage of labour. It produces a low in- 
cidence of amnesia and considerable excitement. Sodium 
amytal and scopolamine resulted in complete amnesia 
in 80 per cent. of cases. No marked effect in delayin 
the initial respiration of the infants was_ noticed. 
There was, however, a fairly high incidence of restless- 
ness, and the return to consciousness was prolonged. 
Pentobarbital and scopolamine produced 86 per cent. of 
complete amnesia, the highest in the study, and the 
greatest percentage of infants, 63, breathed immediately 
after birth. The operative incidence was low. The re- 
covery after delivery was not lengthened. The fre- 
quency of excitement, however, was considerable, being 
16 to 20 per cent. This is the only valid objection to 


the method. With sodium amytal and rectal ether there 
was little restlessness, but the percentage of complete” 
amnesia was only 72 per cent. Pentobarbital and rectal 
ether was even less effective in producing amnesia, al- 
though the absence of excitement was similar. Pento- 
barbital and paraldehyde produced a moderate incidence 
of complete amnesia. 24 per cent. of the patients, how- 
ever, were sufficiently excited to require restraint. The 
authors have come to the conclusion that pentobarbital 
and scopolamine is the most effective of any of the 
methods studied. It is now the standard method used” 
at the Boston Lying-in Hospital, since by its use one 
may expect 86 per cent. of absolute loss of memory of 
labour, 14 per cent. of incomplete amnesia, and no fail- 
ures. The sole objection to it is the fairly high per- 
centage of restlessness, which is controlled by the sup- 
plementary instillation of rectal ether. All methods 
used delayed the initial respirations of the infants to 
some extent, since a control series of cases in which 
delivery was effected without any anaesthetic showed 
only 1.9 per cent. of infants who did not breathe im- 
mediately at birth. Another control series of patients 7 
delivered under nitrous-oxide-oxygen and ether showed | 
that 20 per cent. did not breathe immediately upon de- 
livery. It is likely that all hypnotic drugs or anaes- | 
thetics given to the mother may delay somewhat the 
initial respirations of the infant. But that this is not a 
valid objection to the use of such medication, is shown 
by the low still-birth rate in the series and the fact 
that each still-birth can be accounted for by other 


reasons than the effect of the drugs given to the mother. 
—The Practitioner 


Observations on Relationship of Virus of Human In- 
fluenza and Dog Distemper: Preliminary Report 


It is the routine practice of Adolph Eichhorn and 
Norman J. Pyle, Pearl River, N. Y. (Journal A. M. A., 
June 23, 1934), to employ ferrets in the testing of canine 
distemper virus and, not suspecting a sone relation- 
ship between this virus and that of influenza, they used 
some of the ferrets that had recovered from the in- 
fluenza infection for tests with canine distemper virus. 
It was observed that these ferrets did not react to the 
virus of distemper in the same manner as they usually 
do to such virus injection. There was a pronounced de- 
lay of the period of incubation and, in view of this 
peculiarity, it was deemed advisable to subject all the 
remaining ferrets to an injection with the distemper 
virus, eleven ferrets in al! having been used. The re- 
sults showed that the usual period of incubation of 
from nine to ten days following the injection of dis- 
temper virus was extended to from thirteen to seven- 
teen days, and two of the ferrets proved apparently im- 
mune to distemper. The results clearly suggest that 
the animals which had recovered from the infection 
with influenza virus had acquired a resistance to the 
canine distemper virus. This resistance could not be 
due to local changes in the nasal mucous membrane 
caused by the influenza virus because the subsequent 
tests with the distemper virus were made by injection. 
A second series of eleven ferrets were given two and 
three nasal instillations of influenza virus and then were 
subjected to an injection of canine distemper virus in 
amounts that always proved fatal to susceptible animals. 
Of the eleven ferrets, six received only two instillations 
of the influenza virus, of which only one remained well. 
Of the five remaining ferrets which received three nasal 
instillations, three remained well. All ferrets that died 
showed a marked delay of the distemper symptoms, 
which is apparent when compared with the three control 
animals. It is apparent from these experiments that 
the influenza virus induces some immunologic reaction 
in ferrets against the distemper virus. Limited cross- 
neutralization experiments and immunizing attempts 
with hyper-immune distemper serum against the influ- 
enza virus are now in progress and will be reported on 
at a later date. The data point to the possibility of a 
close relationship of influenza in man and canine dis- 
temper in dog and the authors hope that their experi- 
ments now in progress will further clarify knowledge 
with regard to these viruses. 
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